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MIS-MATCHING STRUCTURES OF BREASTFEEDING SUPPORT 
VICTORIA ST. DENNIS 
ABSTRACT 
 This ethnographic research study explores the interaction between peer, partner, 
and provider support and breastfeeding outcomes. And to argue that there exists a 
mismatch between breastfeeding ideals and realities. Breastfeeding has been proposed as 
the first choice in infant feeding practices beginning from birth until a minimum of six 
months, without the inclusion of other nutrient products. While breastfeeding remains the 
medical standard, rates across the United States have not reached the Healthy People 
2020 goals. The purpose of this study was to address the outcome of shared breastfeeding 
knowledge, in relation to the interaction between chronic individual stress, access to 
supportive resources, and the immediate stress involved with breastfeeding. Relying on 
Modified Grounded Theory (mGT), participant observation, surveys and interviews, the 
original aim of this study was to provide information about the role of social support, 
stressors and breastfeeding. There ultimately exists a mismatch between the ideals of 
breastfeeding and application of breastfeeding resources in the United States. For 
breastfeeding to be successful there needed to be a culture of support from peers, 
providers, and partners (or family members). This overlap of care results in breastfeeding 
mothers feeling more capable in handling their individual experiences of stress, as well as 
stress directly related to their infant. 
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INTRODUCTION 
 
 It was early in the morning, and I had purposely chosen to sit alone on a 
two-hour bus going south to Praia de Forte. My cohort moved towards the back of the 
bus, pairing off in each row. The bus after twenty minutes was still empty, something I 
was happy to see as I was still repairing from a parasite I had picked up the week before. 
The Program Director told everyone that due to the water in Salvador (Brazil), a parasite 
would happen sooner or later, but that did little to ease my distress during the thick of it. 
As the bus pulled away from the station I closed my eyes and rested my head against the 
cold metal, hoping for some relief.  
 I woke up sometime later to a painful sensation in my side. I lurched forward 
hoping that it was not my stomach’s previous guest back for a second visit. Instead, I 
found what looked to be a three-year-old girl gently kicking me. She was making direct, 
and rather fierce eye contact while latched to her mother’s breast. I re-adjusted so that she 
was no longer bouncing her feet off my body and closed my eyes again. Within moments 
the kicking was back. She had stretched her legs out to be able to touch me, still 
breastfeeding, keeping intense eye contact. I was unsure of my next move, so I looked to 
the mother and tried making eye contact. As far as I could tell she was sleeping. Com 
licença? I asked, not receiving a response from either mother or daughter, I looked 
around and on the other side of this woman were two additional children. I moved again 
and closed my eyes drifting back to sleep.  
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 When I awoke again the kicking was gone but the eye contact resumed. Only it 
was a different child. We were sitting in a seat designed for two people but here we were, 
all five of us. I asked again, Com licença? And tried giving up my seat, the woman 
smiled and told me her children were fine where they were. I looked down and they were 
playing a game on the floor of the bus. I smiled and then promptly went back to sleep. 
At the next stop, I jolted awake by the immense shuffle of bodies getting of the 
bus. I looked over and the mother next to me had switched to breastfeeding her third 
child. Her eyes closed again and the other two children were climbing on her and myself. 
She did not seem to notice, or at least was unwilling to respond.  
I think back to that experience often. At the time, I felt frustration at but also 
found it entirely comical. Especially the first child who decided that tapping my body 
was necessary to her calorie intake. I usually get a few laughs at dinner parties too, which 
does not hurt. This all happened before I began to study breastfeeding. I look back on this 
story with a new perspective after three years of working with women who struggle to 
breastfeed. Unlike the woman who sat next to me, some mothers have mammary defects 
that do not allow for the flow of milk; some infants cannot properly consume or digest 
breast milk. There are biological barriers that can prevent adequate breastfeeding for 
women all over the world. Not all women will experience these challenges, but will often 
face many others in the form of societal barriers. 
The debate over breastfeeding fluctuates with society's interests in it. Historically, 
Brazil has been a more “pro-breastfeeding” country than any other Western or emerging 
economy nation. Brazil is providing women with support as a method to cut infant 
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mortality rates; normalizing the presentation of breastfeeding through educational 
outreach campaigns, advertisements, and through the development of the milk bank. 
During my time working in clinics outside of Salvador, I participated in conversations on 
breastfeeding that I had not heard in the United States; I was able to attend a tour of 
Salvador’s main milk bank or Banco de Leite Humano, and met with mothers who had 
premature babies who were attending a group to help them learn to latch.  
 Coming back to the United States, I found myself questioning where these 
supports were located? Is donating human breast milk an option? Who helps women who 
want to breastfeed but do not know how? 
In searching for these answers, I realized that societies who favor breastfeeding 
frame it as accessible, possible, and something that should occur. Additionally, they 
frame the use of formula as something dangerous and unhealthy. In the United States, this 
was not the case, as formula popularity grew and the media presented it as something that 
could give women more freedom in their life.  
In the United States, where medical professionals receive extended education in 
their fields and research funding is ample, we know little about breastfeeding and how to 
best support those who are trying to achieve their child feeding goals. Throughout this 
project I will rely on the metaphor that there is a mismatch in healthcare culture and 
society that ultimately undermines support for mothers and the work of providers. 
  Feminism posits the idea that there exists a dual burden for women. This burden 
consists of their work duties both in and outside of the household. Sociologist Susan 
Walzer in her book Thinking About Baby interviewed twenty-three different husband and 
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wife couples. Interested in what we now know as the gender gap the occurs within the 
home, Walzer found that women do more of the intellectual, mental, and emotional work 
of childcare and household maintenance. Historically women did occupy the role of 
homemaker, a title which included the duties listed above. However, with shifting 
cultural and demographic paradigms, women joined the workforce. As the number of 
women accessing higher education and richer employment opportunities their role in the 
home should change accordingly. Such is the premise for bargaining theory, which 
suggests that as women increase their financial power relative to their husbands should 
improve their position in the home. Unfortunately, researchers Chen et al. saw that 
increases in wages did not correspond to a decrease in household duties; instead they 
witnessed women’s duties exacerbated.  
  With women in the US working a “second shift” at home, the assumption that 
breastfeeding adds to their work time is accurate. Women who did not receive any 
explanation or help breast-feeding often struggle with the initiation of it. Breastfeeding is 
a time-consuming process, and increasing that time in the lives of women who do not 
have a minute to spare is not effective.  
  The dual burden is partially existing due to the culture of efficiency in the United 
States. Since the dawn of Manifest Destiny, the goals of American politics continue to 
revolve around profit, pace, and proficiency. Stitched into the fabric of the country, these 
ideals are hard to miss. Brazil is beginning to feel this burden, but throughout much of 
their history they practiced a less militant schedule. Families were and are going home 
for the lunch hour, providing them a space to pause from profit. One of the largest 
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contributing factors to the high rates of breastfeeding in Brazil is maternity leave, which 
can last up to two years with funding. Something that is unheard of in the United States. 
  Maternity leave is beneficial for both partners and the infant, as they can spend 
time together without the constraints of external life. For many however, maternity leave 
is not possible. Based on US labor laws, there is a right to a period of unpaid time off for 
women who are expecting to have children, immediately before and after childbirth. The 
Family and Medical Leave Act of 1993 gives twelve weeks of unpaid leave to new 
mothers. This time off is helpful for women who have just given birth, but what does it 
mean for those who cannot afford to go twelve weeks unpaid? 
  Dr. Paul Farmer, by way of Johan Galtung constructed the theory of Structural 
Violence. Farmer expands on Galtung, who saw aspects of social structures such as 
discrimination, poverty, and social inequality as sinful, to define structural violence as:  
“…Violence exerted systematically—that is, indirectly—by everyone who belongs to a 
certain social order…”  
  In this definition Farmer is most notably referring to impoverished individuals. I 
however, would like to expand his category of “social order” to include women, and 
specifically women who need medical care. Pamela Erickson, in her work entitled Latina 
Adolescent Childbearing in East Los Angeles discovered that her own intervention 
research was not effective in reducing the number of adolescent pregnancies. She largely 
attributed this to the style of frequently used interventions and the lack of culturally 
specific knowledge of the Latin immigrant communities. Erickson saw a mismatch 
between what her research demonstrated and what medicine was arguing. While she 
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could pinpoint the structural barriers Latina teens faced in obtaining contraceptive, she 
also learned that education did not impact the birth outcomes as intensely as originally 
thought. Rather, she witnessed two camps appear. The first being one of morality; Latina 
adolescent girls who were interested in using birth control were fearful of being “bad” in 
the eyes of elder women. The second of access; individuals in the community understood 
how pregnancy happens, but whole populations do not have access to all necessary 
resources to prevent adolescent pregnancies.  
  Erickson’s understanding of resources includes an end to discrimination, adequate 
and affordable healthcare, high quality childcare, education, livable wages, and job 
security post-birth. Erickson, much like Farmer, lists these resources from the 
institutional level downwards, and should occur alongside individual interventions. Both 
authors attempt to demonstrate how the structural limitations of society contribute to both 
adverse health outcomes and a larger disconnection between the goals of medicine and 
their application. HIV in Haiti and Teen Pregnancy is East L.A. may look different, but 
when analyzed through a critical medical anthropological lens, the influence of 
institutional structure is clear; Just as it is clear in my own research. I will argue that the 
medical ideals for breastfeeding such as exclusive breastfeeding for the first six months 
of life, do not adequately match the realities of breastfeeding, due to the limitations 
placed on access to resources by overarching institutions.  
Chapter Overview 
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 The following chapters argue the many ways in which constructed social 
networks and healthcare providers can support women who are interested in 
breastfeeding. 
 Chapter 1 serves as a background chapter, designed to piece together the current 
and historical climate of breastfeeding in the United States, while also drawing on 
customs of breastfeeding found internationally. The background defines key terminology 
that used throughout the thesis, as well as presents the underlying theoretical framework 
that I will continuously expanded upon.  
 Chapter 2 presents the methodology for this project. Relying upon ethnographic 
tools and grounded modified theory, this chapter specifically focuses on the three 
locations where I conducted my field work. I outline both my observations, recruitment, 
and data collection, while also addressing limitations in the field.  
  Chapter 3 demonstrates how peer interactions are a greater form of support in 
comparison to that given by either family or providers. I define support, as both a 
psychological term and anthropological social construction, and discuss the three main 
types of support utilized in this project: peer, partner, and provider. It begins with details 
from my own field notes, research studies conducted across the US, and recent statistics 
on types of breastfeeding support in Massachusetts. After discussing the influential role 
of peers in breastfeeding, this chapter looks at the education of partners in breastfeeding 
and at how their confidence in parenting corresponds to maternal confidence levels. 
Aside from the partner, this section also addresses familial support and kinship theories, 
specifically referencing grandparents. I will discuss the role of the provider in relation to 
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successful breastfeeding, physical and mental health. Additionally, outlined are the 
failures of providers to seriously engage with needs of female patients. I aim to address 
how interpersonal relationships between the supporting individual and the breastfeeding 
mother can undermine partner, familial, and provider support. 
 The goal of Chapter 4 is to display how there is a mismatch between the 
education received by medical professionals and the recommendations for breastfeeding 
in the United States. Through textbooks, interviews, and research studies I argue that the 
standard of breastfeeding education for medical professionals is not adequate. I outline 
the types of medical practitioners who work with mothers who are breastfeeding, such as 
doctors, nurse practitioners, and certified lactation consultants. I then compare their 
overall health education with their education on breastfeeding. I will examine the 
argument that breastfeeding care not shared between doctors in obstetrics and gynecology 
and pediatrics, resulting in a lack of coordination of care for the mother. 
  Chapter 5 is a presentation of two case studies from different field sites. One case 
study demonstrates a successful breastfeeding outcome by way of accessing peer and 
provider support. The additional case study displays an unsuccessful breastfeeding 
experience in which the individual was unable to access peer, family or provider support. 
This chapter also discusses each breastfeeding group I attended in detail, as well as 
includes observational experiences. The largest contribution of this chapter is its 
theoretical discussion of how socioeconomic class is a structural bar that creates 
additional barriers for women seeking peer interactions and provider support in the form 
of breastfeeding groups.  
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Finally, I will conclude this project by arguing that breastfeeding as a counter 
syndemic for stress, illness and structural disadvantages. In doing so, my hope is to 
present a feasible solution to the mismatch between education, policy, and care in the 
realm of women’s health, namely, in breastfeeding. Not only by shining light on the 
disconnect between guidelines and application; education models and professional 
practice; support and care, but also in demonstrating that successful breastfeeding 
outcomes can and often do occur even when there is a lack of coordination. I push us to 
ask the question as peers, partners and providers: Are We helping? 
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CHAPTER ONE  
Background 
 
Breastfeeding and the Idealized Good Mother in Modern America 
“...both a medical gold standard for infant feeding and a moral gold standard for 
mothering” (Knaak 2010) 
 The image of motherhood in America is constantly shifting to reflect the beliefs 
seen in society. The construction of motherhood, however, has not managed to mimic 
such change. Expectations and assumptions placed on women with children vary based 
on region, community, and perceived ethnic background; the initial response to 
witnessing a woman with children can recall ideas about appropriate behaviors. The 
images that I will discuss is support of these constructions come from specific 
socioeconomic presentations of mothers. As I compare these economic and social 
portrayals of motherhood, I am demonstrating both the mismatch of the ideals of 
motherhood, and that competing images often come from dominant groups.  
    On one end of the socioeconomic scale are actors and actresses who live within 
the pages of social media. People Magazine’s July 2016 issue circulated an article titled 
“Mila Kunis Felt Shamed for Publicly Breastfeeding.” This article could introduce the 
idea that shame and breastfeeding are somehow connected. Kunis stated throughout the 
article that strangers glared at her for publicly breastfeeding her infant, leaving her 
feeling uncomfortable, objectified, and unsupported. Three adjectives that do not 
correspond with successful breastfeeding outcomes. Success with breastfeeding for the 
participants of “Contextualizing Risk, Constructing Choice: Breastfeeding and Good 
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Mothering in Risk Society”, became an issue of identity. Committing to the idea and 
practice of breastfeeding — regardless of the obstacles — represented commitment to 
motherhood. The possibility of failure to breastfeed or the need to use a bottle became 
synonymous with being a failure as a mother (Knaak 2010).    
    Knaak’s research team argued that the discourse around breastfeeding had 
intended to increase the number of individuals breastfeeding within the United States, but 
instead the discourse was an “ideologically infused, moral discourse about what it means 
to be a ‘good mother’ in an advanced capitalist society.” Their work asserts that to be a 
“good” mother, one must also be a breastfeeding mother. 
 Throughout this section I will dive into the history of breastfeeding and its 
barriers for women across the United States. In understanding how the mainstream media 
idealizes motherhood it is important to note that the media often does not reflect minority 
communities or underserved communities. This suggests that the implications of 
structural violence occur in communities differently. In the case of Mila Kunis, drawing 
upon structural violence can seem difficult, as wealth inequality or lack of access does 
not impact her to care. And while the ramifications of media coverage can impact her 
ability to breastfeed in the moment, she has access to supports to challenge those feelings. 
Unlike the many women who I will discuss throughout this project, who do in fact feel 
the burden of structures against them. To reconcile the role of structural violence in 
defining a “good mother” I have chosen to see it not as a defining factor but a 
contribution to the ways in which women would fail to meet the idealizations in America. 
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Therefore, structural violence does not impose one image of motherhood, rather it 
influences the varied constructions that continuously exist. 
A Brief History of Breastfeeding 
 The World Health Organization advocates that infants should be “exclusively 
breastfed” for the first six months of life to be able to obtain proper nutrients for optimal 
growth and development. Exclusive breastfeeding refers to having only breast milk, no 
other food or drink, including water. After the six-month mark, parents should introduce 
additional sources of nutrition, with a focus on vitamin D to their babies (American 
Academy of Pediatrics [AAP], 2005). When introduced early and given throughout the 
first six months, the effects of breast milk can drastically benefit the life of the infant. 
This is largely due to the hyper and hypo caloric, leptin, and other nutrients that not only 
work to stabilize the infant's' immune system but also provide the infant with information 
about their surroundings.1 These nutritional gains underscore the significance of 
breastfeeding for infant development. 
 The origins of women choosing not to breastfeed occurred as early as 2000 BC 
with the introduction of wet nurses. They would provide breast milk to newborns through 
early childhood when a mother could not lactate or if the mother died during childbirth 
(Davis 1993). As the occupation of a wet nurse became more popular beginning during 
the Renaissance and moving into the 19th century, the practice of breastfeeding became 
                                                        
1
 Leptin, a body-fat-derived hormone is transferred from the mother to the infant through breast milk. Transferred from mother to 
infant, carries information about the mother's body-fat storage, thus building off the information given to the infant through the 
placenta in the neonatal phase (Kuwaza and Quinn 2009). The transference of information from breast milk to the infant can provide 
the infant's body with knowledge about the environmental conditions it will be exposed to, while also providing nutrients that are 
specifically tailored to the infant. Unlike the growth that occurs during childhood and adolescence, development during infancy 
requires a high dependency on insulin and therefore dependent on the nutrients provided by breast milk (Gluckman & Pinal 2003). 
Breast milk additionally provides the infant with information designed to develop their immunological system as their own continues 
to grow. 
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separated by socio-economic class (Stevens, Patrick, Pickler 2009). Wealthy women 
would opt not to breastfeed, as it interfered with their societal obligations and lifestyle. 
The transition away from wet nurses and mothers breastfeeding came alongside the 
creation of instant formula, which promised to be more convenient and inexpensive. With 
the rise of advertising for a chemically created formula containing cow's milk, wheat, and 
malt flour, and potassium bicarbonate, trends in breastfeeding began to drop rapidly 
(Stevens et al 2009, 39). The media, along with scientists attempting to patent their 
products, sold the idea that instant formula was the perfect baby food. By 1883, there 
were 27 patented brands of infant food (Fomon, 2001, 67). Commercial products 
produced by companies such as Nestle were full of starches, sugars, and carbohydrates 
but provided no valuable nutrients until later. Although several studies in the twentieth 
century proved that there are discrepancies between formula and breastmilk, the added 
convenience and social influence of formula has allowed for its popularity. 
Manufacturing and Commodifying Mothers 
Capitalist America markets itself around identity and independence. These 
constructions are in the foundations of the country, and often influence how individuals 
grow to create their own identities. This identity has become an international transplant, 
spreading the ideology that capitalist wealth and independence are not mutually 
exclusive. Independence while breastfeeding, however, can be hard to experience. 
Interviews conducted with 25 first time mothers in Australia found that even though 
every single woman believed “breast is best,” many struggled with their inability to 
maintain their autonomy as they once had (Schmeid, Lupton 2001). Aside from the 
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physical connection to the infant, researchers also found that mothers required more aid 
in other areas of their life. 
The market for breastfeeding exists in opposition to the market for formula. These 
markets can be competing companies, where sales for one drives the sales for another. 
While breastfeeding may represent what it is to be a good mother in capitalist America, 
the media, lactation professionals, and 70% of US hospitals push formula feeding 
(McCarthy 2012). These are often the individuals that also advocate for breastfeeding 
support. This dichotomy of opposition and support is not only confusing for mothers, but 
can be harmful emotionally.  
Talcott Parsons introduced the “sick role" in sociology in 1951. Parsons 
hypothesized that a sick member of the community would take on a role that would allow 
them to temporarily deviate from the rules and social norms of that community. The sick 
role could allow someone access to spaces in the community not usually granted, or give 
them a “free pass” on their behaviors that seemed out of touch. Pregnancy lies at the 
crossroads between a societal disability, commodity, and illness role. All of which 
remove individual agency from the experience of pregnancy in society. Again, after 
giving birth, the role of the mother and her infant change once again. Now the 
visualization of motherhood is not as widely accepted by society. A crying baby is 
disruptive, a mother maneuvering with a stroller is taking up too much space, and 
breastfeeding should occur without subjecting other members of the community to 
witnessing it. There is an absent voice in this conceptualization of motherhood— the 
mother’s. 
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 Agency is defined as “is the capacity of individuals to act independently and to 
make their own free choices. By contrast, structure is those factors of influence (such as 
social class, religion, gender, ethnicity, ability, customs, etc.) that determine or limit an 
agent and his or her decisions.”  
It is difficult to discuss agency without acknowledging structure. As stated above 
structures are the forces that impact an individual’s ability to make their own decisions. 
“Structure” operates within social sciences to explain a complex function of society that 
acts as a barrier to certain members of the community. Parsons’ sick role asserts that with 
illness comes the fluidity to navigate structures differently than if that individual was in 
full health. This suggests that by participating in structurally created roles in society, 
individuals can meet their needs, or receive backlash.  
Competing Images of Breastfeeding and Motherhood in America 
 According to the UK Daily Mail, the media’s relationship with breastfeeding has 
not been an entirely positive one. Their description of breastfeeding as portrayed by the 
media revolves not only around showing bottle feeding more frequently, but also 
conflating breastfeeding with socioeconomic status. The doctors referenced in the article 
acknowledge that breastfeeding may, in fact, be difficult, but the added negative press is 
detracting from the trend. All doctors cited were women, and focused on the depictions of 
breastfeeding mothers being the higher middle class, while they characterized mothers 
using a bottle as being more “ordinary.” In a study about Women, Infants, and Children 
(WIC) breastfeeding support, they discovered that WIC counselors would more often 
recommend breastfeeding to middle-class white women, and would provide formula to 
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working-class African American women (Beal 2003, p14). Discussing breastfeeding in 
the context of financial capabilities demonstrates Knaak’s assessment is that 
breastfeeding propaganda is inherent to capitalism in America, making motherhood 
deeply connected to capitalism as well.  
  Time Magazine, famous for their sometimes daring and always popular cover 
photos, made a splash in the media with their decision to show a woman breastfeeding a 
child who looked older than the traditional conception of a breastfeeding mother and 
child scenario. The accompanying title was even more controversial: “Are you Mom 
Enough?” The social cues women receive from the rest of society, define and redefine 
motherhood in America. The cover’s model later went on to receive death threats and 
hate mail, resulting in her reiterating her statement; “…breastfeeding is a normal option 
for your child and it should not be stigmatized.” The title of the piece, however, is 
stigmatizing enough suggesting that being a mom, or a good mom reflects breastfeeding 
choices. 
The image to the left demonstrates “feeding an 
infant” from “Talk about Baby” by Ladybird Books. This 
image used in a Buzzfeed satire commenting on how 
scandalous it is to breastfeed in public, or have depictions of 
women breastfeeding. However, this book first printed in 
1981 - taught young children about infants. The depiction of a baby fed from both breast 
and bottle was an attempt to normalize infant feeding. Featured in Buzzfeed’s 25 
Historical Images That Normalize Breastfeeding, the author adds “Both are normal, both 
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are ok, both are appropriate for children's literature...or at least they were.” The author 
acknowledges that the shift in culture surrounding breastfeeding has othered infant 
feeding practices. The concept of “other" in Anthropology according to Foucault 
connects to power and knowledge. Othering another group involves pointing out their 
perceived weaknesses to make ourselves look stronger or better (Mullally, 1999, p196). 
By othering infant feeding practices, such as breastfeeding, society has also othered the 
breastfeeding mother. 
 Henri Tajfel (1979) proposed that the groups in which people belonged to were 
influential in their understanding of themselves and those around them. Social Identity 
theory examines the influence of group dynamics through the lens of self-esteem and 
personal identity. Tajfel believed that the normal human cognitive process of grouping 
like things becomes exaggerated which results in actions such as stereotyping. 
Recognizing the similarities of the group you are a part of and the differences in those 
who are not members of your own group is the basis for “othering.” 
 Othering in the field of Anthropology is as a way for individuals or groups to 
separate nonmembers. Early anthropologists displayed the foreign communities they 
studied as “othered” to their own, exoitzing them while also reducing them to be less than 
human. Foucault’s understanding of the other exists in the context of power and 
knowledge; asserting that othering maintains hierarchies. Othering can occur on the 
macro level such as Colonialism or on the micro level in the form of unequal access to 
resources.  
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Acting as a magnifying glass for society, the media plays a significant role in how 
we interpret the things happening around us. In addition to causing emotions of shame, 
guilt and fear, the media’s presentation of mothering and breastfeeding holds stigma. 
Two participants in a media based study about breastfeeding discussed how hearing a 
story from Baby Magazine about a woman removed from a plane for continuing to 
breastfeed was incredibly distressing (Bylaska-Davies 2011). The author of that story 
wrote that she felt that “it was creepy for her to breastfeed (Bylaska-Davies 2011).” 
Visualization of the female body alongside purchasable goods or as hyper 
sexualized figures signals to other members of society that the female body does not have 
bodily autonomy. Rather, those who do have autonomy can manipulative it. Michel 
Foucault's introduction of the “medical gaze” details this phenomenon. The doctor sees 
the human body as a series of organs, tissues and fluids that all function together. What 
he does not see is the person who owns this body. Societies decision to view the female 
body as not an individual woman’s body relies on this same gaze. Her body becomes 
something that is malleable by society to fulfill its’ own needs. In his Political Economy 
of Symbolic Power, Bourdieu includes non-economic goods and services in his created 
economic structure; explaining that all goods (with no distinction) that are worth 
something, making them sought after. Socializing the female body as something that is 
capable of being worth something and rare made it highly sought after in American 
society.    
The research produced by the medical and the pro-breastfeeding communities, as 
well as the frequently used rhetoric implies an exclusion to women who do not follow the 
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clinical model of breastfeeding. This reinforces the social constructions around 
motherhood and breastfeeding, essentially that being a “good mother” requires one to be 
breastfeeding. And that failure to do so, represents failure as a mother. These 
constructions can result in mothers feeling a complex mixture of “negative” emotions and 
stress that will in some way affect their ability or decision to breastfeed.  
Stress and the Good Mother 
What is Stress? 
  Shame, guilt, and fear are all emotions connect to the experience of breastfeeding 
for many mothers. These emotions are the result of perceived and internalized judgments. 
Aside from experiencing these emotions, many mothers experience difficulties 
throughout the breastfeeding process. The ways in which mothers can express and cope 
with emotions can clue us into how they are affecting us. The connection between 
emotions and stress might seem straightforward, and sometimes it is. But what is stress? 
            A stress response is the responses of a person to the events that disturb that 
person's equilibrium, and 'tax or exceed' his/her ability to cope (DSM 5). This definition 
does provide a basic outline of stress, but it lacks in explaining the long-term effects that 
stress can have on the body. Stress can suppress immune, digestive, sleep, and 
reproductive systems, which may cause them to stop working normally. For example, 
when individuals feel elevated levels of stress, their pituitary gland releases epinephrine 
and cortisol. These stress hormones are what give you the “fight, flight or freeze” surge 
throughout your body. If the body produces these hormones too frequently it can lead to 
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an increased risk for hypertension, heart attack, or stroke (American Psychological 
Association 2017). 
Stress and Cultures of Emotions 
 Understanding the connection between stress and emotions first requires a shared 
definition of each emotion for the purposes of this paper. Within Anthropology there are 
several debates over emotions; the most popular asks if emotions are irrational forces or 
socially constructed. Levi-Strauss asserted that emotions operate as a form of 
understanding, allowing the individual to orient themselves to the social world (Lutz, 
White 2003, p418). Guilt and shame will each are social emotions, linked to the 
perceptions we have about ourselves based on what society tells us. In separating the two, 
guilt will be feeling as though you did something bad, whereas shame will be feeling that 
because you have done something bad, you are therefore a bad person. Fear, unlike 
shame and guilt, exists due to an impending threat, pain, or a feeling of uncertainty. 
These three emotions relate to a stress response in the body. In individuals with post-
traumatic stress disorder (PTSD), researchers were interested in understanding how 
emotion regulation related to stress response. They found that when individuals struggled 
to regulate their emotions, they had an increased stress response (Tull et al. 2007). 
 The ability to regulate emotions relates to our development as individuals. Being 
able to do so essentially means we can make ourselves feel better internally and motivate 
ourselves to have successful future behaviors. At times of intense levels of distress, we 
might not be able to regulate ourselves. In these cases, our emotions can lead to behaviors 
that could have negative consequences in the long term. As children, we learn to regulate 
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our emotions by observing the behaviors and actions of adult figures. Albert Bandura, the 
psychologist, demonstrated the theory of social learning when dividing a group of 72 
children (boys and girls) and allowed them to witness different treatment of toys before 
playing with those toys themselves. He found that when children witnessed aggression 
towards a toy, they were more likely to also be aggressive towards it (Bandura, 1961, 
pg14). Modeling ineffective strategies for coping with distress for children can increase 
the likelihood that they will proceed to use those behaviors. The inability to regulate 
emotions, as shown by the Tull study, can cause additional stress for an individual. 
 The society in which individuals inhabit influences their emotional expression. 
This makes stress-related research difficult to operationalize. The methodological 
research tools for stress also limit the ability to understand it. Cross-culturally, stress is 
not a universal experience; a tool to discern stress in one region of the world can 
invalidate it in another. The complexity in recognizing how stress occurs lies in the fact 
that stress has both physical and social causes. In the case of this research study, stress is 
the biological sensation and the emotional reaction to an event(s). 
 In the next several sections I will demonstrate how stress negatively impacts the 
body and mind of women throughout their pregnancies and postpartum periods. In doing 
so, I am arguing that stress interferes with both pregnancy and breastfeeding by inhibiting 
natural biological processes and casting shadows of doubt that can result in early 
cessation of breastfeeding.  
Forms of Stress Experienced during Pregnancy: 
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            The current literature on stressors during pregnancy rotates between claiming that 
pregnancy is a mostly negative experience and that pregnancy is a mostly positive 
experience. Per Christine Schetter, studies that reflected pregnancy to be a positive and 
joyous experience for women when only interviewing those married, middle-class, and 
recruited in private health-care settings, thus not giving an accurate description of 
anxiety, pain, and stress felt by pregnant individuals from various socioeconomic 
backgrounds (Schetter, 2010, 532). However, a study conducted by DiPietro, Costigan, 
and Hawkins argues that most studies on perceptions of pregnancy focus too intensely on 
the negative aspects, creating an inaccurate understanding of distress felt by women who 
are pregnant, regardless of background. Instead, they suggest that to understand emotions 
felt during pregnancy, researchers need to address how women self-report.   
            The Pregnancy Experience Scale (PES) evaluates maternal appraisal of positive 
and negative stressors during pregnancy. It consists of roughly 41 different items that 
women can rank for example, discussing baby names with their partner or physical 
symptoms of pregnancy (DiPietro et al. 2004, 191). They found that more often women 
reported having positive experiences, yet found these experiences occurred outside of 
daily challenges. Daily stressors causing pregnancy-related distress, suggesting that 
feelings of stress during pregnancy connect to everyday experiences of strain (DiPietro et 
al. 2004, 196). 
            Stress during pregnancy links to adverse health outcomes for both the mother and 
the infant. Dunkel Schetter & Glynn (2010) found that the types of stress women could 
face while pregnant could have different effects on the body. Women who experienced 
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elevated levels of stress during pregnancy, such as the death of a family member, were 
1.4 to 1.8x more likely to have a preterm birth (PTB). A death in the family would is an 
immediate stressor, whereas unemployment is an example of chronic stress. Women 
under chronic stress while pregnant can also expect PTB, as well as low birth weight 
(LBW). The reality of PTB or LBW can cause additional stress for someone who is 
pregnant. Pregnancy anxiety (PA), or anxiety that pertains to the pregnancy, birth, and 
subsequent parenting connects to the experience of stress during pregnancy (Schetter, 
2010, 535). As immediate or chronic stress occurs there is an increased risk of low birth 
weight or preterm birth. This can spark an increase in pregnancy anxiety related stress 
within the body (Schetter, 2010, 535). 
Perceptions of Stress During Breastfeeding:  
 In 2001 La Leche League International published a written piece entitled 
“Breastfeeding in Times of Chaos,” this article address questions around the concept that 
stress can “dry out” a woman’s milk supply (Whitfield 2001, p204). While the notion that 
one stressful experience can stop milk flow and production is false, there is a kernel of 
truth in the myth. The experience of stress on a mother can result in early cessation of 
breastfeeding. I will separate stress during breastfeeding into two categories: immediate 
and chronic. Examples of immediate stressors that influence breastfeeding outcomes are 
cesarean surgeries and the lack of skin to skin contact post birth. Chronic stress (life 
course stress) examples include employment and interpersonal stressors. Lastly, the 
perception of insufficient milk supply, which can occur as both an immediate or chronic 
form as stress, is a strong indicator of breastfeeding cessation.  
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Immediate Experiences of Stress: 
 Research conducted by Anhui Medical University found that stress could also 
impact the onset of lactation, as delayed onset often occurred in relation to the experience 
of stress. Researchers concluded that women who encountered preterm birth, low birth 
weights, and cesarean sections (C-section) began breastfeeding later than a mother who 
did not (Peng Zhu et al. 2013 151). Studies in breastfeeding have shown that acute 
physical and mental stress can impair the milk ejection reflex by reducing the release of 
oxytocin. Oxytocin is a hormone responsible for increasing relaxation, lowering stress 
and anxiety, blood pressure, and causes muscle contractions. Oxytocin causes the 
muscles around the milk-making glands in the breast to contract, which causes milk to fill 
the milk ducts on the nipple. As breastfeeding continues, more oxytocin releases 
(Murray, 2016). Healthcare providers often referred to as the “let down.” Observational 
studies indicate that stress felt by both the infant and mother (i.e., C-section) can result in 
delayed onset of lactation (Dewey 2001 p6). 
 Women who had cesareans were less likely to initiate breastfeeding or continue 
breastfeeding exclusively (Prior et al. 2012 pg. 5). The American Journal of Clinical 
Nutrition, in their discussion on breastfeeding, presented a study that compared the 
declining rates of breastfeeding to the increasing rates of C-sections globally. C-sections 
cause great physical and emotional stress and often occur without being medically 
necessary (http://www.leapfroggroup.org/ratings-reports/rate-c-sections). Cesarean 
surgery can take anywhere between 45 minutes to an hour in total. The doctor usually 
makes a 6-inch incision on the woman’s lower abdomen (Pifarotti et al. 2016 pg393). A 
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surgeon will open the uterus with a second incision and remove the baby. The average 
recovery for a C-section includes spending three to four days in the hospital post-
delivery, and then doctor appointments at the 2, 4, and 6-week mark (Pifarotti et al. 2016 
pg393). Prior’s research suggests that the delayed onset of lactation post C-section could 
be due to the lack of a breastfeeding plan. A breastfeeding plan is essentially the decision 
to breastfeed for a certain number of months after giving birth. “Breast Milk: Every 
Ounce Counts” is an organization out of Texas that has ready-made plans women can use 
when creating their own. Their pre-planned version includes skin to skin contact, what to 
do post an emergency cesarean, and support after discharge. Women can usually begin 
breastfeeding once they are awake and out of the operating room, however, this is not as 
immediate as breastfeeding post vaginal delivery (Pifarotti et al. 2016 pg393).  
 The World Health Organization suggests that women begin breastfeeding an hour 
or sooner after the baby is born, and to continue exclusive breastfeeding until six months 
of age at a minimum (St. Dennis, 2016 pg23). This first hour is the “magical hour," in 
that women who begin breastfeeding in that window, have more success than those who 
do not. In the early 1970s’ Ann-Marie Widström, a nurse-midwife, began documenting 
the interactions between newborn infants and their mothers post-delivery. She found that 
infants who had skin to skin contact during that first hour, with no interruptions could 
initiate breastfeeding successfully (Widström et al. 2011 p79). Widström hypothesized 
that there are nine behavioral phases infants experience postpartum; birth cry, relaxation, 
awakening, activity, crawling, resting, familiarization, suckling and sleeping, and that if 
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an infant could experience those phases during skin to skin contact they would be better 
able to self-regulate (Widström et al. 2011 p79).  
 Expanding on her work, researchers again from Sweden held randomized trials to 
determine how effective skin to skin contact was at reducing infant stress and maternal 
depression, and increasing breastfeeding success (Mörelius et al. 2015 p1). The 
researchers divided their participants into two groups: Skin-to-Skin Contact (SSC) and 
Skin Contact (SC). The major differences between the two groups were in the total 
number of hours parents had to have skin contact with their infant. In the SSC group, 
skin-to-skin was contact “beginning in the delivery room and continuing almost 24 hours 
a day with the parents alternating until hospital discharge.” Whereas in the SC group, 
“…Both parents had the opportunity to practice as much skin-to-skin contact as they 
liked (Mörelius et al. 2015 p6).” This study found that all infants of the SSC group were 
breastfeeding after discharge, as compared to 84.2% of the infants in the SC group 
(Mörelius et al. 2015 p13). While this study did not include a control group of non-skin-
to-skin infants, their data demonstrates that any skin-to-skin contact can improve 
breastfeeding rates.  
 As detailed by the evidence above, immediate physical and emotional experiences 
of stress can lead to delayed onset of lactation, which can lead to a decrease in likelihood 
of breastfeeding. However, there are possible safeguards to these experiences of stress, 
such as skin-to-skin contact during the magical hour. 
Life Course and Chronic Experiences of Stress:  
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 The Life Course approach to population health began as an epidemiological 
model for understanding the stages of human life. It includes the long-term effects on 
health such as disease due to a risk of physical or social exposures from gestation to older 
adult life (Kuh et al. 2003 p773).  Research conducted in biology, psychology, sociology, 
and anthropology have all focused on the interactions of stress and the human condition, 
but few studies have worked to establish a clear connection between the occurrence of a 
series of stressful life events and the duration of breastfeeding. Single experiences such as 
a cesarean section can provide ample information on how stress can impact someone’s 
ability to begin breastfeeding, yet an experience such as that does not occur chronically. 
Life stress, or the things humans interact within their everyday lives that cause them 
stress such as handling finances, is a distinct experience.  
 Breastfeeding requires a woman to have time and access to their children 
throughout the day. The number of women in the workplace has globally increased, yet 
the policies related to breastfeeding, maternity leave and women’s equality in the 
workplace have changed little. The “Burden of Time” does not account for the lack of 
time available to occupy each role. Nevertheless, society expects women to be both full 
time mothers and full-time employees (St. Dennis, 2016 p28).  
 Over half of the women in the United States who have children under the age of 
one year have employment outside of the home and 60% of the women with children 
under the age of three years have full-time employment (Johnston, 2007, p9). 
Employment, especially outside of the home, is one of the largest barriers to successful 
exclusive breastfeeding in the US. 
 28 
“Mothers who work full time tend to breastfeed for shorter intervals than those who work 
part time or are unemployed (Johnston, 2007, p11).” 
 While mothers who work have similar rates of breastfeeding initiation as those 
who work overtime or are unemployed, their ability to maintain similar rates of consistent 
breastfeeding decreases as time progresses (Johnstone, 2007, p11). The likelihood that a 
mother who does maintain her full-time employment will stop breastfeeding is 25% 
greater, 34% greater, and 32% greater, at two months before work, one month before 
work, and during the first month back to work than a stay at home mother (Kimbro 
2006). Maternity leave, which varies depending on employment policies, had a positive 
impact on breastfeeding rates. Each week of maternity leave increased breastfeeding, and 
the lowest breastfeeding duration experienced in the study occurred for those who 
returned to work in the first ten weeks after delivery (Roe et al. 1999, p).  
 At the United Nations Women’s Day in March 2017, the actress Anne Hathaway 
delivered a speech that argued “men and women should not be punished for wanting to 
be parents.” Her statement came after she gave a personal example of struggling post the 
birth of her son. During her speech, she discussed how much she relied on her husband, 
and how they both ultimately needed to take time off from work. Noting that for her 
family, financial strain is not as great as it could be, and is for most of the world, she 
questioned how other families were able to stay afloat after the delivery of a new child.  
 Two years ago, during a presentation on the cross-cultural influences on 
breastfeeding, an audience member asked me if I believed that breastfeeding was forcing 
women back into the home. Research shows that full and part time employment can 
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influence rates of breastfeeding to decline, but that same research demonstrates that paid 
maternity leave can have positive effects on breastfeeding rates.  It is not breastfeeding 
that relegates women into the home, but the failure of workplace policies to encourage 
and support women (and their partners) who want to breastfeed. 
Stress of Insufficient Milk Supply: 
The popular television show Chicago Hope 
displayed a breastfeeding baby dying from 
dehydration and starvation.  The producers of the 
show noted that airing this rare condition 
(insufficient milk supply) would increase viewer 
knowledge of risks associated with breastfeeding 
(Bylaska-Davies 2011). However, the show did not attempt to explain the condition as 
something unique and unlikely to occur from breastfeeding, nor did it present alternatives 
to prevent the baby's death. Inaccurate representations of breastfeeding through the media 
do not educate viewers, but rather as it instead misinforms them (St. Dennis, 2016 p 25). 
The amount of breastmilk needed for newborn infants is surprisingly little, and 
shortly after birth infants will lose weight before gaining it once again.  This phenomenon 
can be concerning for new parents, as well as first time breast feeders.  Babies who are 
breastfed often require more frequent feedings and can sleep less in between feedings. 
This can leave mothers feeling as though they are not providing enough breastmilk or that 
their milk is not providing enough nutrients. Research conducted in the US, England, and 
Bolivia has shown that a large deterrent to breastfeeding is the perception of the mother 
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that she has insufficient milk. In one study, participants stated that they felt that they had 
"fallen by the wayside" in terms of healthcare (Dykes et al. 1999 p232). This, in addition 
to their desire to visually quantify their breastmilk, led to more stress experienced when 
breastfeeding (Dykes et al. 1999 p232). Concern over the (in)adequacy of breastmilk can 
lead to the early introduction of supplements or the decision to stop breastfeeding before 
the 6-month mark (Cassar-Uhl, 2016, p8). 
  
 31 
CHAPTER TWO 
 
“I have two ideas,” I said meekly at the back of the classroom. Intimidated by both the 
woman leading the discussion and the topics presented before me, I stumbled through my 
words expressing what those ideas were. “I think the rise of alternative feminist political 
groups acting out in controlled aggression towards the government in Post-Soviet 
countries could reflect both the changing political climate of East Europe, and the 
changing political climate of women.” “Okay, and the other idea?” “Well, I read an 
article about how breastfeeding is the best option for both women and their infants, but 
rates globally are in decline. So, I guess my question is, why?” She stopped for a second, 
looked around the room, and with only the slightest change in tone said, “Yes, that one. I 
like that idea much more, don't you?” 
 
 A year later I found myself in Boston searching for an internship that would allow 
me to interact with women who were breastfeeding or had previously breastfed. I quickly 
realized that a city with two dozen hospitals, over twenty health centers, and 415.5 
doctors per 100,000 people would not make this search any less difficult. In this chapter I 
will detail the process in which I was able to find a site location for both my internship 
and my fieldwork that allowed me to engage with women who were breastfeeding, had 
breastfed, or were considering it. During the beginning stages of my search, I had decided 
to reach out to one of the many community health centers in the greater Boston area. 
Upon first receiving positive feedback surrounding any internship opportunities, I 
initially felt that securing a position would be possible by the October due date. However, 
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after countless emails and phone calls to the volunteer coordinator, it looked as though 
my opportunities had disappeared. 
 After another failed attempt to connect with a larger community health center, I 
reached out to some smaller organizations in the Brazilian Portuguese community. While 
this position at first seemed as though it would increase the number of women I would 
get to interact with while also serving a larger portion of the Boston community, many of 
the duties asked of me did not pertain to the physical or mental health of those 
individuals. Although working within this organization gave me the ability to expand on 
my knowledge of Portuguese and the Brazilian community in Boston, the work I was 
doing related little to my research. After deliberating, it seemed more appropriate to 
move onto a different organization. 
 Reaching out once more to the community health centers in Boston, I could meet 
with a Nurse Practitioner who was hosting a breastfeeding support and education group 
weekly. After discussing the confidentiality, and the voluntary nature of my research, she 
allowed me to observe and participate in the group.  
 I arrived at the wrong building, but the front desk staff were nice and able to 
point me in the right direction. I walked across the street, dodging cars and could catch a 
woman with a larger stroller heading into the building. I followed her into an open 
doorway that had an image of a breastfeeding woman on the glass window next to it. 
Inside, there were chairs lining the walls of the room, set up in a circle. Against the left 
side of the room was a table with an infant scale and thin dark blue sheets of fabric. 
Closer to the door was a sign that seemed overwhelmed by the number of strollers 
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“parked” in front of it. Peeking out from behind the wall of strollers there was a hallway 
leading to exam rooms and rest areas. 
 Each area of the room and hallway held women, their infants and their 
possessions. Some had taken their seats with babies in hand or on breast, others were 
weighing their children, while most were just talking to one another. I desperately 
searched for the NP I had spoken to on the phone, hoping for an in that would allow the 
women to. Like me? The women all began to settle in with their children, and the NP 
started the meeting.  
 “If you could just go around and tell us your name, your baby’s name, age and 
anything else that you would like to share. I just want to remind everyone that we 
encourage and support bottle feeding, breastfeeding and anything else that results in 
healthy moms and babies.” 
 After each mother went around and introduced themselves and their child, the NP 
introduced me, and had me explain my presence there. She followed up my statement by 
saying that I would be a great person to talk to about any stress related to breastfeeding. 
        Fieldnotes October 2016 
 The first group that I attended left me feeling as though my research goals could 
be feasible. This group however, only occurred once weekly and was at most two hours 
long. To gain more insight into the breastfeeding community, I reached out to another 
community organization. This organization focused on peer led breastfeeding support 
groups. In comparison to the groups run through the Health Center, these groups did not 
include as much clinical care, and instead were more talk oriented. They took place in 
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more public locations, such as the Boston Children’s Museum. The organization let me 
sit in on several groups throughout the months that I was interning with them, and gave 
me insight into how the Breastfeeding Coalition in Boston functions.  
 With limited both my own knowledge of breastfeeding support and information 
for my research, I was up to that point provided with enough information to fuel my 
fieldwork plan. 
Research Applications 
Creating a Research Question 
         During the initial stages of formulating my research questions, I was working at a 
local psychiatric hospital. The work I did there was seemingly unrelated to my research, 
but as I began discussing my interests with my colleagues I could see connections 
between the two spaces I occupied. While I assumed there would be struggles with 
patients, other providers and the politics of mental health in America, the fact that most 
of my co-workers were first time mothers, allowed me to see how stress can interfere (or 
interplay/become intertwined with) with the breastfeeding process. My own assumptions 
continued as I originally thought that being a nurse practitioner would somehow make 
breastfeeding easier due to knowledge and education experiences. However, one nurse 
who has a four-year-old was straight forward in explaining to me that breastfeeding 
knowledge is not always clear or shared, and that the actual process of breastfeeding is 
incredibly difficult. This allowed me once again to see how there is a mismatch between 
experience, education, and reality for women regardless of their professional background. 
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When I first suggested asking breastfeeding women about stress while on the 
phone with a Nurse Practitioner, she laughed, commenting that stress would be the 
subject of each support group. Listening to the experiences of the women who were 
attending the support groups, and having the ability to speak with them, I realized that 
many of my questions did not interrogate the experiences of stress felt by these 
breastfeeding women. This gave me insight into what types of questions I should be 
asking. I wanted to know and understand how stress could interact with breastfeeding, 
not just the success and cessation rates, but what breastfeeding while living with stress 
looked like for women. I felt it necessary to see what types of stress resulted in what 
types of thoughts and behaviors. And more importantly, how that stress influenced the 
shared information between women about breastfeeding. Ultimately, I decided to ask the 
question, “What is the outcome of shared breastfeeding knowledge, in relation to the 
interaction between chronic individual stress, access to supportive resources, and the 
immediate stress involved with breastfeeding?” 
Alongside relational questions of stress, knowledge, and access, I also came to 
ask, “Given the evidence of the benefits of breastfeeding, what deters women from 
breastfeeding?” “Why are some women able to breastfeed for a chosen duration, while 
sixty percent of other women are not capable of doing so?” 
 The questions posed within this project revolved around the use of a mixed 
methods approach. Relying on Modified Grounded Theory (mGT), participant 
observation, surveys and interviews, the original aim of this study was to provide 
information about the role of social support, stressors and breastfeeding.  
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         “…Until very recently anthropologists have recognized that fieldwork cannot be 
conducted by means of long-distance communication, but requires that the researcher be 
physically present − what Clifford Geertz has referred to as ‘being there’ − and undergo 
total (or near total) social immersion.” 
         Participant-Observation became a heavily relied upon tool from the beginning of 
my internship and fieldwork processes. This tool gave me the opportunity to listen, 
interact with and support breastfeeding individuals. The clinic group took place from 
9:30am to 12:30pm, and often women with questions about breastfeeding would not 
appear until 10 or 11am. The absence of women at the clinic at first seemed frustrating; I 
was physically present, following Geertz’s instructions, but the population I was 
interested in was nowhere. However, in an attempt at social immersion, I realized there 
were two to three health care providers (a medical doctor, a nurse practitioner, and a 
registered dietitian) around me, all of whom were members of the Boston Breastfeeding 
Coalition. Their genuine interest in breastfeeding stemmed from their personal lives, as 
well as their interactions with past patients seeking help. This provided me with the 
chance to witness how the lactation staff interacted with one another, as well as to hear 
their own thoughts on how the clinic should operate.              
 Traveling to and from various breastfeeding support groups throughout the 
Greater Boston area, I could see the stark differences in attendance of groups based on 
their location, time of day, and day of the week. A Tuesday afternoon support group held 
in South Boston could have upwards of twenty breastfeeding participants. A Thursday 
morning support group tucked away in a hybrid kitchenette and reading room at the Kid’s 
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Place never hosted more than two mothers. A more clinic-style group located near Boston 
Medical Center saw breastfeeding mothers with specific concerns who rarely interacted 
with one another. 
The Original Research Strategy 
         The stark differences between these groups, as well as the frequent traffic of 
breastfeeding mothers, resulted in the approximate number of participants varying per 
site. Thus, data collection technique divided projected sample size. My advisors felt that 
surveys, both paper and electronic to receive the most participation, projecting that the 
sample size could be roughly 100 individuals. Semi-structured interviews, which by 
nature require more commitment than a survey, received less participation. Factoring in 
the infrequent attendance at many of the groups and the inability for health center staff to 
distribute recruitment materials, the projected sample size of semi-structured interviews 
was closer to twenty individuals. 
         The “pop up” nature of breastfeeding support groups resulted in several field sites 
for data collection. Recruitment occurred at various community health centers throughout 
Boston and at public breastfeeding and mother-baby groups which meet at various 
locations, or as suggested by lactation consultants and pediatricians.  
         Depending on the location of the recruitment, there were different processes. 
During a discussion with the Breastfeeding Coordinator at Home Health, she suggested 
that remaining in the waiting area, personally distributing and collecting surveys would 
elicit more responses then leaving the surveys unattended. She additionally suggested that 
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having the survey adapted so that individuals could complete it online or when using a 
cell phone would encourage people to participate. 
Recruitment for semi-structured interviews also occurred within both clinic and 
public spaces. For those conducted inside of the health centers or breastfeeding support 
groups, I offered participants surveys and if they desired to be part of an interview I 
provided them with my contact information. All surveys given or done online also 
contained my contact information for potential interviews. I also created an approach 
script for those individuals I would be contacting in public breastfeeding spaces.  
         I asked Participants to identify areas of both stress and support within their lives 
and how these influences their decision and ability to breastfeed. Additionally, I 
questioned participants about their engagement with any breastfeeding support groups 
and how they decided to attend them. Both versions of the survey contained roughly 15 
questions, asking about experiences with stress, breastfeeding and breastfeeding support 
groups.  
During pregnancy and immediately after giving birth, did you feel supported in deciding 
about how to feed your baby? 
What information did you receive about breastfeeding/lactation or other infant feeding 
options at the location where your child was born? (hospital/birth center/at home/etc.?) 
How did you initially learn about breastfeeding? 
Have you discussed breastfeeding with any women you are related to? 
Did you intend on breastfeeding? 
Do you breastfeed exclusively now? 
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 I was hoping that questions such as the ones listed above would encourage the 
women in the groups to share both the stressful aspects of breastfeeding in everyday life, 
and connections to other women’s stories of breastfeeding. 
Approved Research Procedures 
 Boston University School of Medicine Institutional Review Board determined 
that my revised reach procedures were exempt in the late spring of 2017. This ruling 
allowed for my fieldwork to occur upon the agreement of the sites I was interning at. 
After obtaining these forms I could begin analyzing participant observation notes, 
interviewing breastfeeding mothers and distributing surveys in the summer months 
thereafter.  
 During my internship, which occurred from October 2016 to August 2017, I could 
take de-identified notes of the support groups, Breastfeeding Coalition meetings, and 
interactions between patients and providers. As a rule, breastfeeding support groups 
frequently involve women exposing their breasts to demonstrate how they have been 
feeding their infant, and obtain any advice from the lactation consultant or nurse 
practitioner. When I first started attending support groups, some women would eye me 
cautiously until, and sometimes even after I explained my research. In certain groups, 
women would acknowledge my presence but women wouldn’t communicate with me if 
they did not feel like they needed to. After several weeks of sitting on the side lines, a 
frequent participant of the South Boston breastfeeding support group came up to me, and 
began speaking about the differences between her first and second child. 
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 To properly sort all the notes, I had taken while interning I developed a Code 
Book, designed to highlight the commonalities and differences that I was witnessing. 
Using this codebook, I could hand code my de-identified notes and open-ended 
conversations before uploading them to NVivo. The computer software enables the 
researcher to have overlapping codes, which allowed me to see different identities and 
emerging themes. 
RESULTS 
        While the shift in data collection location influenced the breakdown of research, I 
did ultimately receive 20 survey responses, and 2 semi-structured interviews, that I will 
use as Case Studies. I had originally planned for more interviews and responses to my 
surveys. I originally thought that occupying space within the health centers to give me 
direct access to the individuals that I wanted to include within the survey. To broaden the 
survey participants, some data collected occurred in public breastfeeding spaces. This 
method did not result in the amount of survey responses that I expected, as many women 
felt uncomfortable when I approached them about breastfeeding behaviors, largely made 
on assumption by the researcher. In this case, I did my best to present my qualifications 
above else, and before attempting to gain their participation within my research. Often 
lending a friendly ear or beginning an engaging conversation made individuals more apt 
to speaking with me. Due to this, and the shift in my original internship plans, my final 
number of both interviews and survey responses were much lower than first expected. 
         The community center Tuesday afternoon support group consists of majority 
white women, between the ages of 26 and 35. Based on their attire, the child care 
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supplies that they carry with them, and the technology that they utilize, they fall within a 
different socioeconomic status than some of the participants at the other support groups. 
During the Tuesday support groups, I handed out paper copies of my survey, as well as 
provided the online link. Seeing how often participants of this groups used their mobile 
devices throughout the groups, I assumed I would have more luck with both methods, 
rather than solely paper. I used this tactic when at The Milk and Health House groups as 
well, giving interested people the opportunity to fill out a paper or online survey. 
 As the number of interviews, I could collect was limited, I decided to introduce 
one of the questions on my interview guide to the support groups I attended. When 
initially constructing this research project, my concern was understanding what types of 
stress were most impactful on the lives of mothers who were breastfeeding. 
Four groups of stressors: 
 Assign numbers (1-5) representing your feelings of stress related to each 
category. 
Financial Stress ______ 
Emotional Stress ______ 
Traumatic Stress ______ 
Partner Associated Stress _____ 
 
           Asking about the types of stress experienced by breastfeeding mothers who 
attended the support groups, and then comparing these responses to that of the original 
survey, I could collect various material items that offered support to women 
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breastfeeding. Comparing these items to the stressors listed above gave me insight into 
how healthcare providers attempt to market breastfeeding help.  
  The interviews that I conducted were all semi-structured, and designed to allow 
the participants to express their experiences with both breastfeeding and stress. To 
demonstrate the similarities and differences in experiences I chose to interview both a 
mother who had previously breastfed and a Nurse Practitioner who specializes in 
breastfeeding. The intended purpose of these two case studies is not to place more 
importance on one experience over the other, but to witness the dialectical nature of 
healthcare for breastfeeding. 
Qualitative Data Analyses 
         I utilized modified grounded theory methodology when analyzing my data. I was 
at first hesitant to use any form of software. In my previous anthropological research, I 
coded entirely by hand, which I felt gave me a better understanding of how my data sets 
interacted. However, Qualtricks, the online survey technology, has several features in 
which it can break down your data. Qualtricks presents the survey data in both percentage 
and graph form, allowing me to better see how individuals answered each question. This 
function gave me more insight when comparing participant observation notes and case 
study responses to the survey. I was then able to analyze the in-person paper versions of 
the survey by using the same method. Qualtricks additionally allowed me to implant 
those responses to give a fuller image of the overall responses to the survey. Below is an 
example of how Qualtricks aided me in analyzing the survey results. 
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After your child was born, did you have any help with breastfeeding?  
         For the semi-structured in person interviews, I initially relied entirely on 
hand/color coding to separate the information within each participant's response. I chose 
this method because it gave me a more visual representation of the themes and 
experiences within the responses. After using Apple’s pages to transcribe each interview, 
I found that hand coding came easier when searching for themes and commonalities. 
Being able to physically assign a color identity to each theme, and then physically 
separate them, group them or divide them, I could visualize the information. As the 
overlap between codes increased throughout the literature research and participant 
observation, I decided to use NVivo to additionally code my interviews. This process 
allowed for me to keep my color-coded keys, but also gave me the opportunity to 
increase the number of codes applied to each sentence.  
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         During my undergraduate career, I learned method of transcription and analysis 
that involves taking the transcribed interviews and creating columns around them. Within 
each column, there is a code (color assigned to a certain topic, i.e. financial stress) and 
then the third column consists of my own questions surrounding that theme. I went back 
and forth on whether to utilize this method of analyses, and ultimately decided that I 
would keep a separate document for all potential questions that arose during my coding 
process.  
Emerging Themes 
         For this research study, I wanted those who work with lactating individuals to be 
able to use my data and conclusions to better aid that population. Therefore, I used 
Critical Medical Anthropology (CMA) as my approach when analyzing the data. CMA 
engages with the structural influences that can result in health inequalities and stigma. 
Breastfeeding support both in the public and medical spheres, often falls by the wayside. 
However, there also exists stigma surrounding those who choose to formula feed. These 
stigmas place additional stress on parents, but they also serve to divide the breastfeeding 
community itself. 
         One of the more prominent central themes discovered by analyzing the data was 
the breastfeeding support groups provide limited care in mediating stress felt by lactating 
mothers. By this I mean to say that breastfeeding support groups do have beneficial 
outcomes and influences on breastfeeding duration, but they can only serve to aid so 
many women, from so many diverse backgrounds. The more “social” groups consisted of 
individuals engaging with one another, or having the infants play together. And while this 
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provides significant stress relief and a place for mothers to have the opportunity to relax 
within their position, frequently the discussion drifted around breastfeeding and never 
landed on it. 
         After giving birth, nurses, lactation consultants and occasionally their own family 
members provide breastfeeding instruction. Most frequently reported throughout the 
interviews and surveys, however, was that the information coming from everyone often 
did not add up to previous information or outright negated it. Several mothers stated that 
they would receive different information on how and when to breastfeed depending on 
the NP that was on duty. This in-continuity of care causes both stress and confusion 
around breastfeeding in the hospital that translates into a lack of confidence in their 
ability to breastfeed outside of the hospital. 
 The surveys I distributed not only asked about breastfeeding stress and support 
but also questions related to breastfeeding groups. Based on a discussion with a member 
of one these groups, I thought it would be important to see how location affects an 
individual’s attendance. I expected the survey responses to vary based on location of the 
group; however, every survey I received stated that location was incredibly important to 
participants. Some individuals included how far they lived from the group in their survey 
response. Living less than a ten-minute walk from breastfeeding support encouraged 
women to attend the group, and made it easier to do so. At a recent group, one mother 
stated during her introduction that she had first decided to attend last week, and after 
realizing how close it was, and meeting the other mothers, knew she would continue to 
attend. Another interesting discovery was how frequently individuals attended 
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breastfeeding groups that their community health centers established. However, I should 
note that I used convenience sampling when collecting surveys. Most of surveys I could 
obtain were through a local community health center, and therefore those results are more 
prominent. 
 
 
 
If you visited a breastfeeding support group or mother-baby group, which one did 
you attend?  
Response Percentage 
Boston Area Breastfeeding 84.21% 
The Kid’s Place 10.53% 
Boston Community Hospital 5.26% 
 
 Based on the survey data, I would assume that Community Health Centers have 
the best access to individuals who are struggling with or are interested in breastfeeding, 
as they have direct access to those individuals to begin with. The NP I spoke to stated that 
many of her patients that attend the group were either her patients to begin with, or 
already patients of the health center. 
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CHAPTER THREE 
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“It takes a village,” growing up I heard this statement used most frequently to 
normalize needing help as a parent. An integral part of the human condition is our shared 
experiences, our need for help from one another, and our need to feel connected. We rely 
upon our social networks for support. Support has the capability of holding different 
meanings for different people and is entirely dependent on its context. Defined as 
“assistance given that enables a function or act,” support has three parts. The individual 
actors, one giving and one receiving support; and then the action or statement that 
reassures the receiving individual. For this chapter, support is thoughts and actions that 
aid an individual in their decision(s) in specific reference to breastfeeding. The most 
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effective types of support for breastfeeding include peer and social, family and partner, 
and medical provider. The following sections will argue that social support is more 
influential than that of partner, family, or provider. I will also demonstrate that a paradox 
of support exists in breastfeeding care, acting as another mismatch. While all three types 
of support are important for the success of breastfeeding, undermining those supports 
does occur, creating a mismatch between perceptions of support and the reality of it. 
Support has positive impacts on those receiving it. Researchers interested in the 
Paradox of support have classified support as being visible or invisible. Visible support 
occurs when an individual believes that they are receiving some form of support, while 
individuals do not perceive Invisible support to have occurred but they do report it. The 
paradox of social support hypotheses that giving support can have adverse outcomes for 
the individual who receives it. For example, having family members invested in positive 
breastfeeding outcomes, but make statements that undermine the decision of the 
breastfeeding mother. In this scenario, the mother is feeling supported by having family 
members working towards the same goals, but then feels disappointed by perceived 
negative comments. Authors Maisel and Gable argue that the nature of the support is an 
important indicator of when receiving support will be beneficial.  
The intend nature and the perceived nature of support will influence whether that 
support is positively or negatively impactful. However, Maisel and Gable also argue that 
the psychological distress of the individual receiving the support will also influence how 
positive or negative they feel the support is. Participants who reported being sad or 
anxious found that both visible and invisible support made little positive impact on them. 
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Thus, the nature of the support, the motivations of those involved, and the action will 
prompt either a positive or negative response. What allows for some individuals to 
attempt and triumph while breastfeeding can also be the reason another individual 
decides to stop. This is the paradoxical nature of support.  
 
Peer and Social Support 
Lenore: “We had a good week, but someone has decided to stop sleeping at night. We 
were doing really well, she would sleep for at least 5 to 6 hours in one stretch but now 
she's gone back to waking up every couple of hours and needing to eat.” 
    Her baby keeps crying throughout her introduction, she keeps having to readjust 
herself, the baby, and anything it pulls on. She is becoming more flustered with each new 
position, and her face is getting reddish around her cheeks. 
NP Julia: “That’s really difficult, I’m sorry. I can come around and talk to you a little bit 
more after we all go around, I have some tricks I used to use…-cut off by another mother- 
[Anne] That happened with us too, he was sleeping great up until about 4 months and 
then all the sudden stopped. But I can tell you it doesn't last, he’s started sleeping for 
longer now” 
    As Anne is talking to several other mothers around her are nodding their heads in 
agreement. I can’t remember now if last week someone said something similar about 4 
months. But now most of the babies here are at 6 months, and sleep issues are different. 
One of the women next to Lenore is talking to her now, almost whispering. I can’t hear 
her, but she's moving her hands and keeps leaning her head in closer. I think she’s giving 
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her advice or trying to comfort her. Occasionally she will touch Lenore’s baby, on the 
hand, or make a face at her.  
                                       Fieldnotes May 2017 
  Anne’s decision to share her own experiences with the group, in response to 
Lenore’s, is not uncommon. When cutting off the Nurse Practitioner running the group 
she did not mean to be or appear disrespectful but instead was letting Lenore know that 
she was not alone in her experience. Watching the interaction between Lenore and the 
woman next to her as the group continued with introductions felt as though I was 
witnessing something much more personal in nature. Something that looked like support. 
 The original goal of peer support programs for breastfeeding was to provide new 
mothers with insight from women who have already successfully breastfed. Based on the 
assumption that social networks influence women’s decisions, health clinics began 
implementing programs that gave women the opportunity to ask questions to other 
mothers. Many peer support programs include a financial incentive for the person acting 
as the “peer.” WIC for example, in Massachusetts, is always looking for new women to 
become peer volunteers and advertise that they have this program at many of the Health 
Centers in Boston. The women in the group who are the volunteers will check in on the 
individual who asked for the support, and provide any non-medical care they might need, 
answer questions, and encourage them to speak frequently with their provider. In this 
way, the term “peer support” connects to WIC’s interested in seeing an increase in 
successful breastfeeding rates. However, as demonstrated above in a section of my field 
notes, there is more to peer support than formal positions. 
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   Recognizing that shared experiences and peer support can greatly influence 
attitudes towards breastfeeding, Rush University Medical Center has been providing 
evidence-based lactation education and peer support for their patients since the early 
1990s. The Rush Mother’s Milk Club operates within the neonatal intensive care unit 
(NICU), and in 1997 allowed for previous NICU mothers to work with current patients to 
obtain healthy breastfeeding practices.  
 The response to the research from Rush Medical Center was the introduction and 
inclusion of more peer-based breastfeeding programs. Their assertion that giving new 
mothers the opportunity to get advice from mothers who had already successfully 
breastfed would result in better breastfeeding practices and rates proved correct. In 1998 
42% of WIC mothers breastfed, and after implementing their peer support program, this 
rate increased to over 70% in 2014 (Thorn et al. 2015). Peer counselors come from the 
same neighborhoods and often speak the same language as the mothers they provide 
support too. Due to the initial success of peer programs, as well as their cost-effective 
nature, the United States Congress has been allotting money annually to WIC since 2005. 
Funding has allowed for WIC across the United States to increase the number of peer 
support and educational opportunities at the local level.  
Technologies of Support 
 While conducting my research I found that peer support for breastfeeding 
occurred in more spaces than just structured programs. Breastfeeding organizations like 
La Leche League have developed an online presence to keep in contact with mothers who 
could no longer attend groups or had questions after. Facebook has become a space in 
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which mothers who need advice can connect with their peers from across the globe. 
Being a member of these pages has given me the ability to see what types of interactions 
occur. Local Facebook pages offer up places to meet, purchase items, and keep people 
updated on upcoming events. More widespread pages do the same, as well as include 
articles on policies, new breastfeeding research, and tips for child raising in general. 
Individuals who get invites to the pages can comment on shared posts and pose questions 
to the larger pool of members. Mirroring Anne’s behavior, most of comments offer 
support through advice and firsthand experiences of breastfeeding. Whole conversations 
occur in which women tell one another they are not alone in their struggle to breastfeed. 
Facebook acts as a public space in which breastfeeding is acceptable, which allows for 
members of the community to participate in the discussion without feeling ostracized or 
shamed. 
 The Rush Medical NICU Mother’s Milk Club found that peer interaction and 
support functioned as a way for mothers to overcome their barriers to breastfeeding. 
Struggling with breastfeeding can often feel isolating for individuals, online and in 
person peer support groups are challenging that isolation directly by providing lived 
experiences from other mothers. Rush’s success came in part due to the peer mothers 
being able to provide support in teaching strategies for breastfeeding, as well as ways to 
cope with the NICU environment; methods mimicked in the online community. 
There’s an App for That 
There are 14 mothers here this week, and most them were here last week. Their kids have 
gotten much bigger, they look like they doubled in size. So far, I have counted 8 iPhones 
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and 3 other cell phones that I am not sure on the brand (make/style?) Last week I thought 
it was rude how frequently the women were on their phones while other people were 
talking. I moved in closer to the group today (still no one talking to me), I saw that a few 
of the mothers were using Apps to “log” breastfeeding.  
    The screen of the phone next to me is full of cartoon baby faces, flowers and is very 
pink. She is flicking through the options at a top speed, which breast, how long? All while 
still maintaining a conversation with the woman next to her. Motherhood teaches 
multitasking. 
                                      Fieldnotes January 2017 
 A quick App search the next day gave me twenty-two different breastfeeding 
options, and that was just in the Apple market. Each one is for easy tracking of weight 
gain, breastfeeding patterns, and milestones for the infant. They have options for sharing 
(on social media, such as Facebook) updates with family and friends. Certain Apps such 
as LactMed provide information on medications that are safe to take when breastfeeding, 
and iLetDown which stimulates let down for mothers who pump away from their infant. 
As discussed in the last chapter, the perception of low milk supply is a stressor for 
breastfeeding mothers that can lead to early cessation. These apps can counter those fears 
by providing factual data and educational information to assure new mothers that their 
infant is getting its nutritional needs met. These apps can counter those fears by providing 
factual data and educational information to assure new mothers that their infant is getting 
its nutritional needs met. App technology encourages expanding social communities and 
deepened relationships, apps specific to breastfeeding create another net of support by 
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giving mothers the ability to access resources, monitor their breastfeeding patterns, and 
reach out to peers.  
Shielding the Nipple 
There are 14 moms here today, 2 of them appear to be of color [Do not want to 
stereotype on Asian identity or cultural background] They are all sitting around the 
tables placed in a large rectangle. There is a lot of infant stuff on said tables, blankets 
and burp cloths (varied materials?) Lots of bottles and various feeding items, and toys. 
Most women have their cell phones out as well (I can see 4 iPhones). There are three 
women opposite me that are using nipple shields to breastfeed [I didn't notice them at 
first]. This room is new, and on the third floor which I think is probably more difficult for 
the women to get to. The last room didn’t have a table, so now they have space to unpack 
their belongings. There isn’t a place for strollers like in the last room, so they are all 
over and make getting around the table more difficult. I have had to move a few times 
today just so someone could get by me. 
        Fieldnotes December 2016 
 Breastfeeding is difficult. It requires the perfect alignment of resources and time 
for it to occur successfully. As I sat each week surrounded by women attempting to 
breastfeed, I realized that “support” extends past the appropriate relationships. The blue 
pillows wrap around the mother’s body at the waist when sitting. It allows the infant to 
lie down when breastfeeding, which gives the mother more mobility. It can often take 
several positions before the infant will latch, and the blue pillow helps to slow down the 
sense of urgency that a crying hungry baby creates. 
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 Early problems with latching are common during breastfeeding and can make 
long-term breastfeeding more complicated if not addressed. Nipple Shields are a thin, 
soft, silicone cover with a small hole through which milk may flow. They hold the nipple 
in an extended position which makes drawing out 
milk easier for the infant, and if they stop suckling, 
does not let them “lose” the nipple.    
 Nipple shields, blue breastfeeding pillows, 
and infant tracking apps designed to provide 
support to the individual breastfeeding. The 
physical and technological frames of support exist 
in place for breastfeeding operate within the 
networks of peer and social support. A 
breastfeeding mother’s social network can interact without having to be in the same 
physical space. Other group members can share insight for problem solving within 
moments of the problem arising, giving a potentially struggling mother another hand. 
This is the same purpose as tools such as the blue pillows and the nipple shields. They 
provide the mother with additional supports to increase breastfeeding success.  
Find a Partner that Can do Both 
That baby had 24 hours, round the clock care in the uterus, why would he expect 
anything else outside of it?   
 I first heard the above quote in a WIC breastfeeding meeting, and then again, I 
heard something similar from some of the nurse practitioners who run the groups. 
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Offhand I didn’t think much of what they were conveying. Yes, a baby needs care all the 
time and as the parent you should be the one providing it. That however, is not what the 
quote means.  
Spending months in and out of weekly breastfeeding groups one might suspect 
that there are themes of discussion, and there are; the most prominent being sleep 
deprivation. Lack of sleep can have serious mental and physical impacts on the body, 
which is more concerning when considering a body that had to incubate and deliver a 
human baby. A baby expects to receive the same full-time care outside the womb that it 
did within; this frequently means that mom's sleep suffers. In each group I attended the 
number of women who addressed sleep or lack thereof as a main problem ranged from 
three to fifteen. Holiday weeks were the worst, as the rest of life’s stressors came 
trampling in as well. 
 La Leche International uses an online forum to answer questions, provide 
information, and give advice. “Dealing with Sleep Deprivation” is bursting with stories of 
mothers who attempted to skirt the lack of sleep. Many involve the actions of their 
partners.  
“My husband takes charge of our three-year-old son at night. As soon as our 14-month-
old is asleep, I am free to go right to bed myself, catch up on some reading, or soak in a 
warm bath.” 
 For breastfeeding to be successful new mothers need to have space for their own 
selfcare. Their infants, who are expecting and require round the clock care, also require a 
caretaker who is meeting their own needs. In the quote above, a mother could recuperate 
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due to the support of her husband. Sharing parenting responsibilities is a way in which 
partners can provide physical and mental support for the mother, increasing her 
likelihood of engaging in breastfeeding. 
A Father’s Touch 
 Datta, Graham and Wellings’ research found that women expressed their desire to 
breastfeed regardless of their partner’s opinion of the practice, and many felt their 
partner’s opinion was not a powerful factor in deciding to breastfeed. After interviewing 
partners, specifically fathers, they found that while many wanted to support the 
breastfeeding process, most felt uncomfortable and outside of the decision-making 
process. Several reported that they were unsure or did not know how to help with specific 
breastfeeding challenges, therefore more likely to support the mother’s decision to stop 
breastfeeding.  
 A pilot program launched by WIC in Texas created a support group for men 
whose partners were breastfeeding. The pilot started in response to WIC research 
demonstrating that father’s (or male partner’s) attitudes towards breastfeeding had 
impacting abilities (Stremler & Lovera, 2004). Men of previously breastfed babies 
educated on breastfeeding, infant and women’s health; and given the opportunity to train 
other new fathers. Ultimately this program was successful as breastfeeding rates within 
those clinics implementing the pilot (Stremler & Lovera, 2004). Programs such as this 
one can impact breastfeeding cessation rates by increasing their own confidence; the 
fathers in the peer groups were able to provide better support to their partners. 
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 During my Tuesday group rounds I had heard a lot about partners, mostly fathers, 
and their role in child raising. However, towards the end of my research one father did 
attend the group. 
 They walked in together, he is carrying the car seat with the baby in it. She does a 
quick scan of the room but instead of walking towards the table moves to the back of the 
room and sits on the couch, away from everyone else. There are strollers parked in front 
of and to both sides of the couch, further isolating this family from the group. I helped 
move some of the strollers out of the way, but only the man engaged with me. The mother 
sat down and looked away, I felt her disconnection from the room. As we went around 
saying names and ages of the infants, the father interacted with the staff and other group 
members more than the mother did. The baby made no sounds and appeared to be asleep 
in the seat. 
         Fieldnotes, June 2017 
I stated that peer and social supports were more influential than partner or family 
associated support, for the success of breastfeeding. This is due to the often-complicated 
nature of family and partnerships. While new mothers may come to rely on their partner 
more frequently than their social supports, or at inconvenient times, the support offered 
functions differently from that of someone who’s shared experience is more relatable. 
This is not to say that partners do not have any influence on the mother’s decision to 
breastfeed, but the reality of the interaction is different. As noted earlier in this chapter, 
peer support increases rates of successful breastfeeding, this is due to the nature of the 
interaction. A peer breast feeder has gone through the experience, has learned how to best 
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empower her own breastfeeding; which enables her to more accurately support other 
women. Partner support, while significant for breastfeeding success does not have the 
same nature. 
Partnership and Maternal Confidence 
  Maternal confidence demonstrates improve functioning and breastfeeding up to 
three months postpartum and can counteract the influence of societal stress on mothers. A 
study conducted in Canada gauged the impact of partner support through measuring 
maternal confidence and perceptions of help when breastfeeding. By using the 
Breastfeeding Self-Efficacy Scale (BSES) and the Hill and Humenick Lactation Scale 
(HHLS) with 76 breastfeeding mothers, they discovered that women who perceived that 
their partner provided them with support were more successful in their endeavor to 
breastfeed. Additionally, the attitude also impacted mothers their partner had towards 
breastfeeding. This study again found that negative attitudes towards breastfeeding would 
decrease breastfeeding success. 
 In a comparison study between mothers in Japan and Vietnam three psychological 
factors used to measure maternal confidence and its outcome. Mood, self-efficacy, and 
depression used as instruments to understand how mothers felt about their parenting and 
feeding skills (Goto et al 2009). Self-efficacy was the largest determinant in the study, 
both directly and independently associated with other factors. Women who lacked 
confidence in child rearing abilities became more closely related to mood and depression, 
both of which had negative impacts on breastfeeding rates (Goto et al 2009). 
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  In a study on maternal confidence, one hundred and sixteen adolescent mothers 
(ages 13 to 19 years) and one hundred and one adult mothers (ages 20 to 41 years) 
reported factors that influenced their confidence. For both groups having partner (or 
family) support resulted in a 15% increase in maternal confidence (Ruchala & James 
1997). 
The Surplus of Support from the Mother-in-Law  
The next 6 or 7 Women around the corner of one table and around the back of the other 
table discussed spending their weekend with their parents or spouse's parents. Several 
were retelling anecdotes of their mother or mother-in-law criticizing the parenting skills.  
“We went to visit my in-laws over the weekend. My husband's parents said they would 
watch her and give us some free time. So, we went on a nice short hike, which was nice 
but then when we got back his mother was commenting on how we give her the pacifier 
too often and other things like that. She said she’s just trying to help but I’m sitting here 
like, I see how you did, I’m married to your son, and you missed some things” 
The room filled with laughter that felt like understanding. Each woman on that side of the 
table discussed how it was nice to have time away from their child, but coming back to 
someone judging them was stressful and ultimately caused more tension. 
        Fieldnotes, June 2017 
 The role of grandparents or grand-parental figures includes the expectation of 
support for offspring. Both the parents and the grandparents identify with the expectation 
of support, although the expectations of the application of support are different. Women 
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in the breastfeeding groups I attended could say that their parents filled the job of 
babysitter, educator, and confidant, and could be heavily critical in the process.  
Constructions of Kinship 
 "The study of kinship is the study of what man does with these basic facts of life – 
mating, gestation, parenthood, socialization, siblingship etc. (Fox)" Kinship as defined 
by Robin Fox suggests that the elements of an individual’s life are important to how that 
person defines themselves. Other anthropologists such as David Kronenfeld presents the 
relationships an individual has and how they engage with others in their network, usually 
related through family ties characterizes kinship. Kinship has two main functions that are 
vertical and horizontal. Vertical function implies that there is a binding together of 
generations thereby providing social continuity through passing on traditions and beliefs. 
Horizontal ties exist within a single generation through marriage, usually with some 
degree of exogamy (Boon & Schneider 1974). In nonindustrial societies marriage is more 
often between groups of individuals rather than two people. Marriage evolved as a social 
institution, rather than remain a tool of procreation. Marriage between two families 
traditionally occurs to secure political or financial stability and implies a weighty reliance 
on other family members. Industrial societies do not always use this model of marriage, 
partially due to cultural constructions of love and romantic desires (Malinowski 1929). 
However, individuals outside of the nuclear family are still relied on in practice. 
 Shifting historical demographics and life expectancies have allowed for 
grandparents to become more present in the lives of their grandchildren. Gauthier 
proposes that the caregiving relationship between grandparents and grandchildren exists 
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as an extension of “intergenerational solidarity.” He argues that this type of solidarity 
relates to the amount or responsibility grandparents feel they have for their grandchildren. 
In addition, the increase in the frequency of visits between grandparents and their 
grandkids increased the responsibility they feel for them. Gauthier uses this logic to 
explain the rationale of the grandparents, as they feel they are responsible for raising the 
children, in addition to be their babysitter. They are giving themselves the right to 
examine how their children raise their own offspring. 
 What happens when support comes at a cost? Similarly, to partner associated 
support, familial support can increase maternal confidence, having a positive effect on 
breastfeeding outcomes. However, the conflicting dichotomy between support and 
criticisms of parenting can constrain maternal confidence. A grandparent may feel they 
are providing the appropriate insight, but that insight could negatively impact the 
mother's’ ability to breastfeed successfully. 
Providing Support 
“...the nurse practitioner who worked with our pediatrician asked me to breastfeed, just 
to show her how we were faring. She asked outright about the pain. She listened to my 
complaints. She told me they were perfectly normal. “but call anytime. Just to rant.” 
(And I did: twice, maybe three times. What a gift that was.)” 
 The role of the provider in women’s health has expanded beyond that of J. Marion 
Sims, the father of modern gynecology, to include a more open dialogue between 
practitioners and their patients that includes the cultivation of a relationship. Such a sense 
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of relationship demonstrates an impact on the patient's health outcomes. In contrast, the 
failure of relationship occurs in cases involving conditions like pain.  
“I recently go these hearing aids for my female patients. I can never hear what they are 
saying. It’s because they are embarrassed to have to speak with me about their bodies.” 
I was sitting at a restaurant and noticed a small bag on the ground next to my 
chair. I picked it up, realizing they were hearing aids and promptly asked if they 
belonged to the man sitting next to me. That’s when he gave me the above reasoning for 
obtaining hearing aids. At first, I felt as if he was trying to justify his age related needs, 
but then it became clear he was using them to justify his female patients behavior.  
As Leslie Jamison discusses in “Grand Unified Theory of Female Pain,” pain 
experienced by women often goes untreated, minimized, misdiagnosed, and silenced. 
While the quote above demonstrates an interaction in which the patient felt heard, it is 
important to remember that this does not always occur.  
 The defining characteristic of provider patient relationships is agency. Jamison’s 
essay outlines the reasons that medical professionals overlook pain experienced by 
women from the standpoint of gender dynamics, however, the agency of the patient plays 
a role. Within the patient-provider relationship, the provider traditionally has more 
power; they have the assumed medical knowledge and degree to give them the right to 
assert their opinion as fact in the setting. This dynamic requires that the patient find their 
own agency to get their needs met appropriately.  
 Support increases a woman’s maternal confidence and thereby additionally 
increases her agency in breastfeeding. While agency implies that an individual has 
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independence in their decision-making process, supporting a woman’s choice to 
breastfeed as a provider and giving them the necessary tools to succeed provides 
independence.  
Plan-fully Breastfeeding: 
 Breastfeeding has a significant impact on the health of both the mother and the 
infant. Healthcare settings can easily minimize how important breastfeeding support is. 
Seventy eight percent of US hospitals still encourage formula feeding and provide infant 
formula to newborns (McCarthy 2012). These conflicting practices and messages require 
that women advocate for themselves in the discussion of breastfeeding with their 
practitioners. Physicians who specialize in maternal and child health should introduce the 
decision to breastfeed early, as well as ways that new mothers can find support in their 
decision. One such tool for this is again the breastfeeding plan. It creates structure around 
breastfeeding goals and should reflect what is most obtainable for the infant and the 
mother. Aside from including practices such as skin to skin contact, what to do following 
an emergency cesarean, and support after discharge, breastfeeding plans outline what 
type of breastfeeding a mother wants to practice, and what alternatives she is interested in 
utilizing. The key to these plans is that the individual should be share them with any 
medical staff involved in the pregnancy and the after-birth period, especially the 
pediatrician. This is to ensure that there is a clear understanding of the mother’s wishes 
and that any encountering physicians will respect the mother’s desires. The Ten Steps to 
Successful Breastfeeding consists of evidence-based practices shows an increase 
breastfeeding initiation and duration. The first of these ten steps are sharing a 
 65 
breastfeeding plan with all medical professionals involved in the birth (Baby Friendly 
USA “10 STEPS AND INTERNATIONAL CODE” 2017). 
 In addition to implantation throughout the United States, the Ten Steps have also 
occurred globally. Research conducted in Auckland found that thirty percent of mothers 
who had created breastfeeding plans were breastfeeding at the twelve-month mark (Vogel 
et al 1999). Their study included three research groups; those who had a breastfeeding 
plan, those who had no plan and those who planned on ceasing breastfeeding at six 
months. Having no breastfeeding plan was twice the risk of short duration than either 
having a plan or having a six-month plan (Vogel et al 1999).  
NP: “I’m interested in knowing how many women would take a breastfeeding class while 
still being pregnant, we’ve been talking about it as a team and I think it could give 
women some more background and help when the day comes. But then it could be that 
they hear all this stuff before giving birth and it goes right out the window on the actual 
day. Because giving birth takes so much energy and is just very exhausting.”  
       Fieldnotes, January 3rd, 2017 
NP: “Before we get started today I just wanted to ask who took a breastfeeding class 
when they were pregnant, just by a show of hands” 
6 mothers out of the 14 raise their hands 
NP: “Okay great thanks, did people find them helpful?” 
Those mothers first look at one another, some shake their heads yes (4), others shrug 
their shoulders (2).  
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          January 10th, 
2017 
 In addition to creating a breastfeeding plan, participating in breastfeeding 
education classes at any point in the process is beneficial. The romanticized notion of 
breastfeeding can leave one feeling isolated when it is not as simple as originally 
presented. Classes designed to give women and their partners information, skills, and 
coping mechanisms can have powerful results for families.  
Baby Friendly? 
 The World Health Organization (WHO) and the United Nations Children’s Fund 
(UNICEF) launched the Baby-Friendly Hospital Initiative (BFHI) in 1991 with the hope 
to establish worldwide successful breastfeeding. After launching BFHI has seen a steady 
take over in US hospitals, currently all fifty states have Baby Friendly hospitals. 
In the United States, the introduction of Baby Friendly hospitals saw an increase in 
initiation rates but also required a Ten Step process to educate families on breastfeeding 
and breastfeeding support (Philipp et al 2001).  
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The Ten Steps to Successful Breastfeeding are: 
1. Have a written breastfeeding policy that is routinely communicated to all health 
care staff. 
2. Train all health care staff in the skills necessary to implement this policy. 
3. Inform all pregnant women about the benefits and management of breastfeeding. 
4. Help mothers initiate breastfeeding within one hour of birth. 
5. Show mothers how to breastfeed and how to maintain lactation, even if they are 
separated from their infants. 
6. Give infants no food or drink other than breast-milk, unless medically indicated. 
7. Practice rooming in - allow mothers and infants to remain together 24 hours a 
day. 
8. Encourage breastfeeding on demand. 
9. Give no pacifiers or artificial nipples to breastfeeding infants. 
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10. Foster the establishment of breastfeeding support groups and refer mothers to 
them on discharge from the hospital or birth center. 
This process has been less successful in the face of formula within hospitals, even 
those that are Baby Friendly. Formula manufacturing companies can provide free formula 
used within the hospitals by creating brand loyalty partnerships (Rosenberg et al 2008). 
Free samples of formula will then end up in exit care packages or given directly to 
infants. Actions such as this increase the likelihood that mothers will then use formula 
throughout the duration of infancy (Kaplan et al 2008). Boston Medical Center, which is 
proud of their Baby Friendly status, has not been able to escape this process.  
 Waiting for a breastfeeding group to begin, a BMC nurse and I spoke of how 
Baby Friendly hospitals are also culprits in the formula game. She stated that in several of 
the patient rooms there were packages of infant formula.  
 “Depending on the nurse, or how the baby is feeding, I have seen people open up 
the cupboards and pull formula out.” 
 Women given commercial formula packages upon discharging from the hospital 
are more likely to discontinue breastfeeding at the 10-week mark (Rosenberg et al 2008). 
This is concerning when the goal of Baby Friendly hospitals is to increase the number of 
babies breastfeeding. The 10-week mark is important for success in breastfeeding and 
infant development. Discouraging that by providing formula, unknowingly or not, 
directly opposes the mission of Baby Friendly hospitals and mothers who want to 
breastfeed.  
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Becky: “When I worked at a hospital in Georgia I used to hear a lot of the overnight 
nurses say how they thought breastfeeding was disgusting, or that the mother should just 
use formula because it was easier. But this was 15 years ago and everyone had their own 
opinions.” 
Victoria: “I just don’t understand that, I mean if you're a nurse you are supposed to 
know what is good for humans, and that includes breastfeeding.” 
Becky: “I think all the nurses you meet will tell you they've seen other nurses or doctors 
not doing their jobs. I once saw an overnight nurse give a NICU baby formula even 
though the parents said breastfeeding and breastmilk only.” 
Victoria: “What?! How did they not lose their jobs over that, that’s not right or safe? It’s 
also someone else’s baby…” 
Molly: “I mean you work in psych, and everyone says if you aren’t a good nurse you go 
to psych.” 
        Fieldnotes, June 30th, 2017 
 Becky did not answer my question, instead she shrugged her shoulders and turned 
away, continuing to work on her paperwork. I have heard stories of hospital staff who 
“get away” with behaviors that would otherwise result in firing, but those related to 
insurance fraud or stealing medications. In Becky’s statement, those nurses violated the 
trust of the parents in the hospital, and the parent’s desires on how their infant would be 
fed. This interaction supports my argument that there is a disconnect between the medical 
ideal and reality.  
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 Molly, who recently gave birth herself, spoke to me about her decision to go to a 
smaller health center rather than a larger hospital, citing her desire to have a Certified 
Nurse Midwife, who aware of breastfeeding care to be part of the process.  
Molly: “I wanted a V-bac and to be breastfeeding as soon as possible. Luckily, I could 
breastfeed my other daughter up until the 6-month mark, but I’m really hoping to go 
beyond that with her, and the CNM that I worked with was right there with me each step 
of the way” 
Molly was not alone in her decision to have her birth at a facility she felt was 
supportive of her birth and breastfeeding goals. Physician support is not only important 
for providing the appropriate care for their patients, but also for ensuring that patients’ 
needs are met. If medical professionals are not meeting both care and needs the success 
of the individual could falter, and breastfeeding is a clear example of this. 
Conclusions 
The early findings that validated the hypothesis of social support came after World 
War II in which psychiatrists realized that both the preventative and curative impacts of 
soldiers experiencing psychotherapy together (Weisaeth, 2007). The practices of Military 
psychiatrists began being dispersed after the war, for example, group based interventions 
and therapeutic communities (Foulkes, 1948; Main, 1989; Shalev & Uranano, 1990). 
While Military psychiatrists would insist that veteran’s experiences with social support 
are different from that of breastfeeding mother, the outcome of peer support interventions 
have been positive across both groups. 
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Breastfeeding mothers require support from their partners, providers, and peers to 
be successful. Partners who can engage with breastfeeding materials and education can 
increase their own confidence in the practice, which in turn gives them the ability to 
reassure their partners and meet their needs. Providers have knowledge on techniques, 
rates and milk supply; all of which can calm fears and develop a mother’s maternal 
confidence. Peer support, which is the most impactful, is so because it relies upon shared 
experiences. Giving mothers who are struggling to breastfeed a sense of comradery 
equips them with personal knowledge, feelings of trust and a safe space to share their 
feelings. The goal of this chapter was not to demonstrate how each type of support fails 
to aid breastfeeding mother, but instead to argue that there are several layers involved for 
breastfeeding support to exist and be adequate.  
  
 72 
CHAPTER FOUR 
 
  “Most medical healthcare providers receive anywhere from zero to three 
hours of breastfeeding information in their entire course curriculum” 
Medicine is conflated with magic in the United States. There is a pill for this, a 
pill for that. And when nothing can occur, when the medicine is no longer magic, we look 
to our doctors, expecting them to defy the odds of biology, because we believe that they 
can. This, in conjunction with the monetary gains of medicine, has resulted in the hyper 
medicalization of population health. The movement to medicalize the human experience 
creates new perceptions of the body and who can treat it. As I will go onto explain 
throughout this chapter, the increase in medicalizing the body and its experiences, while 
not also increasing the social and biological knowledge of it has resulted in a mismatch of 
care, specifically for breastfeeding women. 
When I first arrived at one of the WIC clinics in Boston a WIC counselor showed 
me a textbook on breastfeeding and several informational pamphlets. There were images 
of breasts sliced open to see the milk ducts sprawled across the pages. The appropriate 
medical labels were also there, almost as if I was receiving an anatomy lesson. I thought 
to myself, “does a woman struggling to breastfeed need to know that the lobules are 
connected to the ducts?” No, most likely they do not need to know. Do images like this 
help someone understand why their infant is not latching, or are they designed for 
someone else’s understanding? 
The path to becoming a doctor in the United States is long. It requires a high 
school degree, an undergraduate education of four years (with a strong science 
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background), another four years of medical school, and then as many as ten years of 
internships, residencies, and fellowships. The reality is that only 20,343 out of the 49,480 
applicants who apply to medical school receive acceptance letters. That number continues 
to decline as some accepted students will not finish their studies, or will not pursue 
medicine after completing their education. While not every student will become a doctor, 
many will go on to become physician assistants, nurse practitioners, or hold other 
positions within the medical field.   
         This chapter will focus on the individuals who chose to work in those branches of 
healthcare related to breastfeeding. By outlining training for providers in comparison 
with the needs presented by breastfeeding mothers, I will argue that a paradox exists 
within the medical field: there is a major discrepancy between the importance that 
healthcare professionals assign to breastfeeding, and the training dedicated to it for 
healthcare professionals. This prompts the question, when is support not acting as 
support? Women who are pregnant are all told that their physician caregivers will be at 
their disposal and will be able to answer any questions they have. However, that is not 
possible when someone has spent roughly twelve years obtaining a medical degree and 
only half a lecture on breastfeeding education. 
The Guidelines: 
The most common branches of biomedicine to work with breastfeeding include 
Family Medicine, Pediatrics and Obstetrics and Gynecology. Each subfield of medicine 
engages with breastfeeding differently, but the three fields listed above have similar 
guidelines for parents who are pregnant and considering breastfeeding: 
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         “...the American Academy of Pediatrics (AAP) reaffirms its recommendation of 
exclusive breastfeeding for about the first six months of a baby's life, followed by 
breastfeeding in combination with the introduction of complementary foods until at least 
12 months of age, and continuation of breastfeeding for as long as mutually desired by 
mother and baby.” 
  
“The American College of Obstetricians and Gynecologists (the College) strongly 
encourages women to breastfeed and supports each woman’s right to breastfeed. The 
College recommends exclusive breastfeeding for the first 6 months of life, with continued 
breastfeeding as complementary foods are introduced through the infant’s first year of 
life.” 
  
“The American Academy of Family Physicians (AAFP) recommends that all babies, with 
rare exceptions, be breastfed and/or receive expressed human milk exclusively for the 
first six months of life. Breastfeeding should continue with the addition of complementary 
foods throughout the second half of the first year.” 
  
         These recommendations from the AAP, the ACOG, and the AAFP presuppose the 
scientific knowledge that breastfeeding can lead to both short and long-term health 
benefits for infants and mothers. All three organizations encourage families to breastfeed 
for up to a year with the inclusion of solid foods. The importance of visualizing the 
guidelines from each institution in comparison to one another is that it allows us to see 
that they are almost identical. However, their members’ training and education are not. 
The lack of consistency of breastfeeding training can lead to confusion for the patient. 
The gap in shared knowledge across medical professions unintentionally undercuts 
intended support of breastfeeding patients. 
Education Models: 
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No one is questioning the time commitment that is obtaining an education in the 
healthcare field. However, how much of that education consists of breastfeeding 
knowledge? When do, and for how long do medical students learn about breastfeeding? 
“It’s an hour, or a half a day, and [students] don’t remember anything,” says Dr. Todd 
Wolynn, a pediatrician and executive director of the Breastfeeding Center of Pittsburgh 
(Davis, 2013). Noting that they are aware of the risk reduction aspects of breastfeeding 
like decreased chances of obesity and SIDs; Wolynn is stating that medical students are 
lacking knowledge around the application process of breastfeeding, and he is not alone. 
Dr. Alison Stuebe believes the lack of breastfeeding education for medical students 
comes from the generational arch of the curriculum. While most medical schools update 
their curriculum to remain current with new health promotions and standards, the 
education around breastfeeding has not drastically changed since its introduction.   
One of the more immediate challenges to breastfeeding care is the question of 
who should be giving out this care? Pediatricians should be experts on breastfeeding, as it 
directly impacts their patients. However, many feels that because breastfeeding relates to 
the mother’s body, it should be in the hands of Gynecology. Gynecologists feel that 
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because breastfeeding is specific to infant growth, that it should be under the guise of 
pediatricians. Doctors passing breastfeeding care between one another means that 
breastfeeding patients, both mother and infant, do not get their needs met.  
Nurses in maternity, both RNs and NPs, spend the most time interacting with 
patients who have just given birth and provide round the clock care. Nurses are often the 
first individuals to introduce new mothers to breastfeeding, requiring that they can work 
with mothers and infants who are in distress, as well as capable of providing accurate 
information on breastfeeding techniques. Several of my participants complained that the 
information they had varied depending on the nurse that they worked with. This left 
many feeling confused and frustrated throughout the process. During one interview, a 
participant explained to me that a nurse came in and put in a video on mothering, which 
included little information on breastfeeding. Later another nurse came in explaining that 
newborn babies need to be breastfed on the hour. 
         The variances in techniques and information provided is in part due to the 
differences in ages, training, and preferences of the nurses’ women encounter. This 
realization prompted me to speak with other nurses I encountered at different hospitals. 
One nurse close to completing her placement commented on her first day in the maternity 
unit, saying, 
“I remember having no info when I was on the maternity clinical, there was a nurse’s 
check list, of ways to help someone breastfeed and I didn’t know how to do those things” 
These “check lists” are usually comprised of making sure the infant can latch, that 
the hold is aiding the infant, and seeing if the mother’s nipples are showing signs of 
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distress. She noted that this was a long time ago, and that she could learn how to best help 
mothers breastfeed as she went along with the other nurses. This suggests not only that 
nursing students are not getting an adequate education in breastfeeding, but also that there 
exists an informal education system on the units. 
This informal education system that exists on units between nurses does not 
transfers with doctors. In a qualitative study aimed at understanding who has the most 
knowledge on breastfeeding, researchers found that that doctors received little formal 
education, and relied strongly on other types of health professionals rather than from one 
another (Smale et al 2006). They realized there was no informal shared knowledge 
between professional groups, and that for students limited observational opportunities 
were available. However, in overall self-reported preparedness, individuals who 
volunteered or had a certification in breastfeeding training scored higher than primary 
health professionals such as nurses and doctors (Smale et al 2006). Medical students were 
all aware of the significance of breastfeeding, but did not possess adequate knowledge as 
to how to help their patients. 
Left out of the chart above is the education for those who are lactation 
consultants. Becoming a lactation consultant requires a certification provided after the 
completion of 90 hours in training. Traditionally there are two types of certifications: The 
Certified Lactation Consultant or CLC and the International Board-Certified Lactation 
Consultant or IBCLC. The main difference between these two certifications is that the 
IBCLC is internationally recognized. It is important to note that both CLC’s and 
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IBCLC’s have more extensive and globally shared training as compared to individuals 
who act as peer supporters, such as those described in the first chapter. 
 
In the state of California, they use the pamphlet depicted above to gain new 
members. The target audience includes individuals with no previous health background, 
as well as physicians, nurses and other health caregivers. In comparison to the financial 
deficit that can occur after attending medical or nursing school, this program ranges 
between $495 and $550.  While this fee seems minimal compared to years of higher 
education, for individuals who are interested in becoming IBCLCs who do not have 
access to such funds, it limits their ability to participate. This is not true of WIC Peer 
Support Counselors, who do not need to pay for their training, but must have already 
given birth and breastfed. 
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Unlike the training completed by the NPs or MDs, certification for lactation 
consultants focuses specifically on the health of mothers and infants when breastfeeding. 
CLC’s can help women who struggle to breastfeed using evidence based techniques and 
education materials for breastfeeding health. After completing and passing the CLC or 
IBCLC exam, the certification is valid for five years. Many begin their time in the field as 
peer counselors who then become certified, or as nurse practitioners who specialize in 
maternal and fetal medicine. 
         Torres argues that the increased contributions of lactation consultants in hospitals 
and clinics is demonstrating a crossroads of medicalization and demedicalization. 
Lactation consultants demedicalize breastfeeding by challenging pathologizing and 
utilizing non- medically focused interventions (Torres 2014). However, by reinforcing a 
medical model and relying on medical technologies for nursing (nipple shields, breast 
pumps, nursing pillows) CLC’s engage with the medicalization of breastfeeding. Torres 
states that to demedicalize breastfeeding CLC’s need to maintain their position of 
medical authority (Torres 2014). This functions similarly to the medical authority that 
doctors and nurse practitioners hold, yet those with greater medical authority increase the 
medicalization of breastfeeding. 
Comparing Educational Marks 
         Healthcare professionals arrive at their understanding of, and approach to, 
breastfeeding through different trajectories of training. When comparing the distinct 
types of education pathways that allow an individual to work with breastfeeding mothers, 
I chose to focus on the three titles discussed above to demonstrate that those with the 
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greatest number of years of training, spend the least amount of time on breastfeeding 
education and health. While the medical doctorate gives individuals the ability to save 
lives each day, most medical students learn very little about breastfeeding techniques that 
could support women who are struggling to breastfeed. Opposing this, are the CLCs or 
IBCLCs who receive a shorter duration of training but the information provided is more 
relevant to aiding breastfeeding women. Smale et al. suggested that their results call into 
question the current education and policy standards of breastfeeding education. Noting 
that formal training for medical health professionals should mimic that of lactation 
consultants. Yet again, another mismatch exists. First between the medical professions 
and their education on breastfeeding; and between medical specialties that are both 
involved in postnatal care. 
When is Education the Key? 
      
“I was sitting here with a new mom and grandma. They were concerned 
because the baby was struggling to breastfeed, and the mom was worried that he 
wasn’t gaining any weight. So, I asked them some questions, like who watches 
him during the day, when do you feed him and so on. The grandmother then told 
me how she was giving him a bottle every so many hours, because that is what her 
doctor told her to do with her babies. But we know now that you can’t put a baby 
on a schedule.” 
      Fieldnotes, WIC Dorchester 2017 
Knowledge exists in many spaces, created by different influences, and bound 
together by individuals. The transmission of knowledge can occur in both formal and 
informal channels, with varying degrees of access to either route. Shared knowledge 
refers to that information held by many in a group. Personal knowledge relies more on 
the individual experiences. “We know now” suggests that the clinical, medical providers 
hold information surrounding breastfeeding practices of which they were once unaware. 
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It also insinuates that medical practitioners hold the new-found knowledge. Listening to 
the WIC clinician recount this interaction, I realized that she felt inclined to educate 
women on breastfeeding, even if they had successfully breastfed in the past. In some 
ways, her behavior discounted the personal and experiential knowledge of women who 
had breastfed in their past. 
“I explained to them that they needed to feed the baby when he wanted to be fed. I 
asked when the last time she fed him was, and then had her show me [and daughter] how 
he breastfed. I could see that the grandmother felt ashamed but how would she know? In 
the 50s that’s what doctors told people to do” 
The WIC clinician did not include the grandmother in the “we” of shared 
knowledge. Based on her depiction of that interaction to me, she felt that the 
grandmother, while a major aid and support in the daughter’s life, was not an informed 
breastfeeding educator. The grandmother herself had previously breastfed, and had relied 
on her doctor’s advice during the 50’s. As noted earlier in this chapter, medical 
curriculum is constantly changing, and while doctors educated after that period could 
gain more knowledge on effective breastfeeding strategies; this grandmother had other 
children, a career, and a second shift to contend with. All of which should not exclude her 
from the “we” but did. 
Knowledge Creation as Care 
In his discussion of class structure, Bourdieu goes beyond Marxism to include the 
occupational labor roles. Bourdieu argues on behalf of a class division based on wealth, 
access to resources and position in the labor market. However, he additionally posits that 
 82 
within each class exists forms of capital; “the set of usable resources and powers” 
(Bourdieu 1984, p. 114).  Bourdieu regards cultural and economic capital as the two most 
valuable species to hold. Cultural capital specifically refers to culturally bound 
information or “competence” that are either a resource or as a power. The forms of 
medical education described earlier in this chapter are examples of cultural capital in the 
United States. They signify to other members of the community, and different classes that 
those individuals have access to resources and maintain a respected level of power. Not 
only does the received degree act as a form of cultural capital, but the education required 
to obtain the degree does as well.  
Education is the receiving and processing specific instruction with the goal of 
enlightenment. Spillane describes comprehension as an active process of interpretation 
that relies on the knowledge already utilized by the individual; as well as their 
understandings, beliefs and attitudes (Spillane et al 2002). Thus, to process or 
comprehend the information transmitted during education, individuals should already 
possess knowledge. Knowledge itself includes facts, skills, and/or awareness acquired 
through previous experience. For example, both the WIC clinician and the grandmother 
had knowledge, but it was specific to their background experiences and access to 
education. Breastfeeding knowledge, much like other forms of knowledge, exists within a 
hierarchy. There is the knowledge held by medical providers and the knowledge held by 
the women who are breastfeeding. The WIC representative made this hierarchy 
noticeable when she decided who could share the knowledge that she had and who would 
be the receiver of the knowledge.  
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The stratification of knowledge that is presumably medical can have negative 
ramifications for patients. A medical education reinforces this hierarchy, as it places 
emphasis on the notion that some information is only accessible through exclusive 
avenues. Brigitte Jordan in her work Birth in Four Cultures posits the stratification of 
knowledge as authoritative knowledge. Suggesting that regardless of the subject area, 
there are several domains of knowledge that can exist, unfortunately not all domains 
carry the same amount of weight or cultural capital (Jordan 1992) (Davis-Floyd & 
Sargent 1997). Expert knowledge, which is highly specialized, increases an individual's 
cultural and economic capital, providing them with a significant amount of both power 
and access to resources. Harald A. Mieg in his work The Social Psychology of Expertise, 
examines how expert knowledge is abstract in its presentation, but also heavily desired by 
individuals who feel they need access to it. He argues that if it was not exclusive in some 
way, it would not be as influential in class structure. Medical practitioners are an 
adequate representation of this phenomena in that the services they can provide are both 
exclusive and necessary, making them highly valuable. In the case of breastfeeding, 
providers and patients are not sharing the information between themselves. Providers are 
struggling to determine which domain should focus on breastfeeding care, and patients 
then receive various and non-conforming pieces of information. Knowledge then 
becomes a tool of biopower, controlling both the body of the mother and the infant. For 
example, women met with several different responses to their breastfeeding questions felt 
misunderstood, which decreased the duration of breastfeeding. 
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The disconnect in sharing knowledge of breastfeeding has also allowed for the 
spread of misconceptions about breastfeeding such as women inherently know how to do 
it, and that their life course experiences are not impactful on the breastfeeding process. 
One of the more significant myths includes the rise of formula centered knowledge. This 
again acts as a form of biopower, giving corporations the ability to control what goes into 
the bodies of infants, and how individuals understand their own health. HealthStyles 
surveys are annual reports intended to gauge the community's attitudes towards public 
health related practices. A U.S. survey conducted from 1999 and 2003 included questions 
about breastfeeding and formula use. Researchers found a lack of understanding of the 
superior health benefits of breast milk over formula for infants. The percentage of 
individuals who agreed with the statement, “Infant formula is as good as breast milk,” 
increased from 14.3% in 1999 to over 25% in 2003 (Li 2007). The authors of this study 
found that individuals of lower socioeconomic status agreed with the statement at higher 
rates than those with higher SES. The initial decrease in breastfeeding trends also 
occurred in populations from lower socioeconomic backgrounds (Li 2007).   
Insufficient Supplies 
 The WIC representative pointed behind herself to the bulletin board, which had a 
poster depicting how much breastmilk newborn babies need to consume. She noted that 
most people had no idea how little breast milk needed, and this lack of knowledge meant 
that women were always afraid that their babies were not getting enough milk. In 
response to this fear, mothers would then want to use formula to supplement their own 
breast milk. She told me that when women came in feeling like their infants were not 
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getting enough milk she would point to this image and explain, but would also provide 
formula supplements to calm the mother’s fears. 
This explanation was originally confusing for myself. I could understand using 
the resources in her office to better inform new mothers, but the additional supplements 
of formula I could not. It felt self-defeating on the part of WIC; how can an organization 
both support and undermine breastfeeding? In her description of authoritative knowledge, 
Jordan argues that multiple domains of knowledge can be both legitimate and correct at 
the same time. And that again, it is the significance of the authority that results in which 
voices are heard. While providing mismatching education and supplies to mothers is 
undermining their support, it also represents two domains of knowledge at play. WIC 
officials are acutely aware of the needs of children to be breastfed and can share that 
information to the best of their abilities but they are also aware of the role of the media, 
societies forcefulness of the dual burden, and the capital backed formula companies; all 
of whom hold their own domain of knowledge, and their own cultural capital.  
WIC offers insight into the mismatch phenomenon that occurs in breastfeeding 
care. Research across the United States has proven that there are racial/ethnic disparities 
in breastfeeding rates (cite). A study conducted in North Carolina at a multitude of WIC 
locations could substantiate the claim that racial/ethnic attitudes also influence WIC’s 
care.  Breastfeeding rates by site were negatively associated with African American 
women, as compared to White women who saw positive associations at WIC sites (Evans 
et al 2011). The availability of services at WIC locations varied; 50% offering clinic-
based services, 46% offering home visits, 38% offering peer counseling, and 76% 
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offering some other form of counseling. However, locations with higher African 
American populations tended to have a lack in the number of services offered and were 
infrequently available (Evans et al 2011). This trend is not unique to North Carolina, in 
another WIC based study conducted in New York City found that WIC counseling staff 
would recommend formula over breastfeeding to their African American clients more 
frequently than they would to any other ethnic group (Beal et al 2003). Studies have 
shown that African American breastfeeding rates have lower breastfeeding rates in 
general, with lower rates of duration as well (Beal et al 2003, Bentley et al 2003, 
Caulfield et al 1988, Kaufman et al 2010).  
African American mothers who struggle with breastfeeding require more support 
to have successful outcomes. WIC, an organization designed to aid mothers and children 
in their nutritional needs should therefore provide increased access to resources for at risk 
populations. The reality that this is not occurring, demonstrates a mismatch between 
needs of the community and ability to fulfill those needs. 
Understanding the role of knowledge in breastfeeding access is important for 
learning innovative ways to provide quality support for women who are struggling. 
Researchers at the Hospital de Clínicas de Porto Alegre distributed surveys to one 
hundred first time mothers, attempting to discern their knowledge of breastfeeding. Each 
survey was comprised of fourteen questions and given to mothers who had received 
education pre-birth and after giving birth, as well as one group who had no formal 
education on breastfeeding. 62% of the women surveyed could not answer correctly half 
of the questions (Giugliani et al 1995). Women who had prenatal orientation on 
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breastfeeding and who had at least five prenatal visits were able to answer more questions 
correctly than those who had received no education. Women who received breastfeeding 
education before giving birth retained more knowledge than those who received this 
education after giving birth (Giugliani et al 1995). Currently in the United States it is the 
practice for lactation consultants and other medical providers to share knowledge of 
breastfeeding with families during the postnatal period. However, as presented earlier in 
this chapter, medical providers receive substandard breastfeeding education themselves, 
and limited in their knowledge of the subject. If both providers and parents feel that they 
do not have adequate knowledge of breastfeeding practices, what is the likelihood of 
successful breastfeeding outcomes?  
Hospitals and universities in the United States are continuously studying the 
effects of prenatal breastfeeding education. In a trial of forty women interested in 
breastfeeding, twenty women enrolled in prenatal breastfeeding courses and twenty 
served as the control. Primiparous women who received prenatal breastfeeding education 
reported a significantly higher frequency of success in breastfeeding than those who did 
not (Wiles 1984). Their study reflects the relationship between information delivery, 
knowledge retention and idealized success. This suggests that the current medical 
placement of breastfeeding education for new mothers is not as effective as it could be.  
Conclusions 
The rapport between a provider and patient influences the outcome of the 
interaction; with most patients citing that a better relationship with their provider made 
them feel more comfortable, understood, and thought they received better care. Trusting 
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one’s physician is incredibly important for the resulting health, and part of trusting a 
doctor is believing they have the knowledge to help you succeed.  
 What happens when your doctor does not have the necessary tools to help you? 
Your care becomes inadequate. I began this chapter by arguing that medical providers 
received less than the appropriate amount of education on breastfeeding during their 
years in training. By juxtaposing education gained and knowledge practiced against the 
recommendations of the major Medical organizations in the United States, we can see 
that there exists a disconnect. This disconnection not only undermines the medical fields 
that claim to support breastfeeding and their endeavors to do so, but also undermines the 
ability to properly the patients desire to breastfeed.  
 The mismatch between knowledge and education further subverts breastfeeding 
success as knowledge requires access to it. Sharing breastfeeding knowledge with those 
who are breastfeeding, or supporting someone who is should occur. However, there is a 
gap between who has access to cutting edge information, and who remains with outdated 
knowledge. This gap does not aid women who are trying to breastfeed, rather it 
exacerbates the structural limitations felt by mothers.  
 Without a standard for breastfeeding education that all training medical 
professionals routinely follow there will continue to be a gap in breastfeeding care. This 
gap will only increase if the limited information on breastfeeding is not equally shared 
amongst providers and patients.  
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CHAPTER FIVE 
Breastfeeding support is challenging in its application. Advocates of breastfeeding 
encourage attitudes to be positive, but must do so in a way that does not eschew women 
who fail to breastfeed for the full six months or rely on formula. This tension requires a 
coordination of support from the peers, partner/family, and providers in a mother’s 
environment. Without open communication and understanding between the three main 
avenues of support, perpetuating the struggle to breastfeed.  
 The rising number of Baby Friendly hospitals around the United States has 
increased discussion around breastfeeding, and the number of women who are practicing 
it. However, Baby Friendly hospitals have limited the direct support that they provide, 
often not providing enough care. The support provided by the hospital needs to exist 
within the individual’s world outside its walls as well. Instead of sending a new mother 
home with what can feel like the impossible, breastfeeding groups offer a combination of 
peer and provider support in one space. Breastfeeding support groups that successfully 
encourage breastfeeding since they require the utilize of the principal areas of support. 
Throughout this section, “successful breastfeeding” will consist of breastfeeding 
frequently without pain while feeling positive about the interaction. Additionally, 
exclusive breastfeeding will continue to describe breastfeeding that occurs for at least six 
months without the introduction of other food items. 
 This chapter focuses on the ramifications of the mismatch of breastfeeding care. I 
argue that to successfully encourage breastfeeding, peers, partners and providers must be 
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supportive; I will demonstrate the difference between coordination of care and the 
mismatch of care administered through the discussion of two case studies, and three 
breastfeeding support groups. The two case studies chosen in comparison to one another 
as both women experienced similar barriers to their support for breastfeeding. This 
chapter will outline three several types of breastfeeding support groups and will 
demonstrate the relative benefits and limitations of these groups.  
Case Study One 
 Catherine sat across from me, her face looking towards the table and then back up 
at me. A headband, the same color as her cardigan pulled her short blonde hair slightly 
away from her face. The bright purple coloring of her glasses made her eyes look greener 
and incredibly large. Throughout my introduction to the interview she moved noticeably 
in her chair and pulled at her fingers. Catherine stated to me prior to answering any of my 
questions that she wanted to answer them all correctly for me. I began by asking about 
her demographics and her current level of education. As noted in previous chapters, 
research on rates and duration of breastfeeding have shown that as education and finances 
increase, the likelihood of breastfeeding exclusively does as well. In Catherine’s case 
however, having a master’s degree did not ensure the duration of her breastfeeding. 
 Our conversation wove between the past and present as Catherine described being 
pregnant, delivering, and her struggles breastfeeding. 
“I don’t check in with my body a lot, and I didn’t really do that before either. Which was 
hard when I was pregnant. I had a tough time describing pain and understanding what 
my body was telling me. I think it could be potentially related stress. But I gained 70 lbs. 
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during pregnancy and then lost it quickly, when I think about that now it [stress] makes 
sense.” 
“I hated most of my pregnancy. It was really tough physically and mentally…”  
Catherine’s experience of both physical and mental stressors compounds her 
previous mental health diagnosis of anxiety and anorexia in high school. At twenty-seven 
she was still coping with both, as well as with difficult family relationships. Catherine 
cites her relationship with her mother as a constant stress that was particularly 
challenging after she had first given birth and was living with her. I had asked Catherine 
during the interview if her family was supportive of her decision to breastfeed, to which 
she stated  
“She wasn't rude or forceful, but would encourage me to stop if she felt like it was too 
painful. But I don’t have a great relationship with my mom. She would say a lot “you 
know you don’t have to do this.” 
I define peer, family and partner, and provider support throughout this thesis as the 
most important aspects of successful exclusive and prolonged breastfeeding. For 
Catherine, the lack of support from her family began early, as did the lack of support 
from her partner, who did not remain present during the pregnancy or after Catherine’s 
daughter’s birth. 
“I mean for the first 8 months my family was not involved in the pregnancy, and I 
was having my own feelings of not liking her [daughter’s] dad or the pregnancy itself.” 
 In the absence of a partner, Catherine relied on the support of her mother, which 
caused increased tension between them. While her mother could act as a support in the 
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form of babysitting, by not directly aiding in the breastfeeding process or encouraging her 
to continue, Catherine’s mother undermined the support she was giving. Catherine noted 
how her mother would offer to watch her daughter, but would then say things to 
Catherine that made her feel guilty. This pattern of behavior resulted in Catherine 
distancing herself from family support. Gauthier’s Kinship theory has demonstrated that 
grandparents feel an increased sense of responsibility for their grandchildren which 
originates from the responsibility they feel for their children. Her mother however, did 
not act in the interest of her grandchild or in the interest of breastfeeding. Based on what 
Catherine has reported, her mother’s behavior is in contrast with Gauthier’s theory. 
Without direct support from her family or her partner, Catherine relied on herself, and her 
providers for support. 
Victoria: “How did you initially learn about breastfeeding?” 
Catherine: “Um, probably online, the hospital, the birth center, but not really from 
family or women close to me. Also reading about birth and breastfeeding during 
pregnancy. I had a hospital birth so I was given a lactation consultant, but I did not find 
her helpful.” 
Catherine: “...after breastfeeding started is really when I started to look for more 
answers.” 
To better understand Catherine’s use of breastfeeding support through her 
providers, I wanted to learn more about her own education on breastfeeding. Catherine 
had informed me that her mother chose not to breastfeed her younger sister after 
breastfeeding Catherine. Struggling with disliking her pregnancy, Catherine focused on 
 93 
what she could learn about birthing and postnatal care. This is where she first 
encountered information on breastfeeding. I have previously discussed breastfeeding 
plans, which increase rates of breastfeeding and increase support felt by parents who are 
interesting in doing so. Catherine’s prenatal team did not discuss a breastfeeding plan 
with her, nor did she create one. Although she did have a birthing plan, breastfeeding was 
not part of it. For Catherine, there was a limited amount of exposure to breastfeeding and 
breastfeeding resources before she had given birth.  
Massachusetts hospitals, especially around the Greater Boston Area, have made it 
their mission to increase the number of lactation consultants available to women who 
have given birth. However, Catherine is not alone in her feelings that the CLC she 
worked with was not helpful. In a discussion with members of a breastfeeding support 
group, a mother explained to me that she felt the CLC on her case was assertive and did 
not explain what she was doing when she was getting the infant to breastfeed. This made 
the mother feel more isolated in her desire to breastfeed, and she did not want to continue 
working with the CLC. Catherine, who did intend to breastfeed, felt that she needed more 
aid after discharging from the hospital. She first reached out to LLL and then began 
working with WIC for nutritional and breastfeeding support. 
Victoria: But the lactation consultant wasn’t helpful? 
Catherine: It went better when she did help me, but they gave me a lot of photos 
from the hospital, and I couldn’t figure out by looking at the photos. And I was a little 
willful, like the La Leche group gave me a video, but I didn't watch it. 
Victoria: Do you think you received enough [breastfeeding] information? 
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Catherine: No, probably not enough, but I blame that on myself, I felt like I could 
not do it on my own, and then I didn’t go back to the support groups…I would want to go 
more and I wanted the help but I’m just not very social, and going to places with people I 
don't know and exposing my boob…I’m just not enough of an extrovert for that. But I did 
want more social supports to access, and like personal social supports. I just didn’t know 
how to get them or feel comfortable doing so. 
Catherine focused on her own shortcomings in her struggle to breastfeed and 
seldom commented on the support that she did receive, other than to state when it was not 
helpful. Her desire to stop breastfeeding was motivated by the intense pain that she felt 
during the first three months that she was breastfeeding. As she describes below, the fear 
of not breastfeeding correctly in combination with the pain she felt was a major 
contributing factor in her decision to stop breastfeeding. 
“I assumed it was painful because I wasn't doing it right. And then I had a limited 
memory of lactation consultant had discussed with me. To the point where it didn’t feel 
like enough to be able to do it again correctly.” 
“She did a lot of hard grabbing and sucking, she felt like a very hungry infant...it 
was really painful, and I felt like I was breastfeeding all the time, she never felt done, and 
I always had to pull her away” 
“I felt no relief from pain and no break from feeding and was starting to feel really 
sleep deprived, more so than already. The pain was worse than labor in those 3 months 
vs 21 hours. So, I stopped breastfeeding” 
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The fear of not breastfeeding correctly, or not providing enough nutrition to the 
infant is one of the leading causes as to why women stop breastfeeding. Unfortunately, it 
was for Catherine as well, yet her providers did not address these fears. 
Catherine spoke frequently about her own feelings of willfulness and social fear 
that she felt prevented her from seeking breastfeeding resources. From her own 
descriptions, medical professionals could characterize her as a non-compliant patient. The 
standard and necessary resources that would allow for her to successfully breastfeed were 
available, but she was unable to use them as provided. However, I would instead argue 
that Catherine’s struggle to engage with the provided materials and resources is another 
form of inappropriate access.  
WIC requires that their peer counselors and other health staff to follow up with 
parents who receive their care. Similarly, pediatricians also check in on breastfeeding 
with mothers who decide to pursue it. It is within these follow up conversations that more 
strategic planning for mothers who are struggling can occur. Providing breastfeeding 
resources is only one part of provider support. For Catherine, the resources provided were 
not the most appropriate, and thus she was unable to access them. However, if her 
providers had been able to work with her more closely after previous failed attempts, she 
should have been able to continue breastfeeding. 
 Case Study Two 
Medical professionals have set the bar for successful breastfeeding at a minimum of 
six months of exclusive breastfeeding and then combined breastfeeding and solid food for 
up to twelve months. In Catherine's case that the providers should have done more, that 
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even in the absence of family and peer support, she could have continued breastfeeding. 
The following case study contrasts with Catherine’s story. It details the pathway to a 
successful breastfeeding outcome.  
Isabella: We left the night he ran outside with the shotgun and was firing it into the 
sky. I just held her close to me and prayed that a bullet wouldn’t hit us. We were living in 
New Hampshire at the time, and they don’t give people the same access to the 
medications that they need like they do here. Her father had stopped taking his Bipolar 
meds and things just got harder and harder after that. 
At forty-five Isabella never saw herself becoming a parent, but once she realized 
she was expecting, she made drastic changes in her life for her child; including leaving 
her daughter's father. Isabella frequently shared that her friends, while not having 
children of their own, maintained interest in her daughter’s care. Similarly, to Catherine, 
Isabella had a strained relationship with her mother, requiring her to seek familial support 
elsewhere. Her friends, often male, would accompany her and her daughter to museums, 
parks and free community events. Her daughter would come in sporting new attire gifted 
to her from friends; Isabella would show us photo after photo of her friends gathered 
around her daughter at parties and Doctor Who conventions.  
Isabella: My friend John came to meet us at the Museum of Science, she loves going 
there and you can get in with a discount if you have an EBT card...we had a wonderful 
time and I think he surprised to see how smart she is. 
Victoria: Did you breastfeed her while you were there? 
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Isabella: Oh of course, if she’s hungry she’s hungry… John is good about giving me 
the space if I want it or just chatting away with me while I feed her 
From these accounts, Isabella’s non- breastfeeding peers provided her with support 
that she needed outside of her providers. In discussing the things, she did around the 
Greater Boston area I noticed that financial strain limited Isabella’s access to certain 
amenities and necessities. Friends would let her stay in their spare room or take her out to 
lunch occasionally. Isabella’s use of those individuals was partially for aiding in her lack 
of resources. In the same sense, breastfeeding provided Isabella with a free option for 
providing her daughter with the nutrients that she needed. 
This balance between existing and diminishing supports shifted Isabella’s interest in 
attending breastfeeding groups, as she felt confident in what progress she had made, but 
desired peer interaction from women who were also breastfeeding. Isabella became one 
of the only women to attend this breastfeeding group to meet other mothers. Both the 
doctor who delivered her daughter and her daughter’s pediatrician referred her to several 
groups in Boston. Her doctors told her that groups were a place to gain additional support 
and could be helpful for her in sharing her experience of being a first-time parent. 
“I attend groups all over Boston, some have so many moms and babies and some 
groups like this one only have me and her… The Mattapan group is more of a play group, 
there are lots of mothers with kids of all ages, some aren’t breastfeeding anymore but 
they come anyways. I have made a lot of friends at that group, and so has Sophia. Plus, it 
gives us something to do.” 
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Isabella would be adamant that her friends from other groups would come to this 
one, although the timing (11am on a Thursday) was not the most convenient. After 
several weeks of just meeting with Isabella, I was startled when her friend with an infant 
close to Sophia’s age appeared. I could easily see the vindication on Isabella’s face as she 
introduced the newcomers to the room. Her friend complained about her busy schedule 
and how finding an hour to spare to attend a group in Seaport was just not practical. 
Before any staff could voice a response, Isabella jumped in validating this mother’s 
concerns with a flare of “if you did it once you can do it again.” I paid close attention to 
this language as the weeks went on, continuously sitting with the notion that Isabella had 
become the counselor of this group.  
On a particularly difficult Thursday with backed up traffic and nonstop rain, I came 
in to find Isabella and Sophia playing games in the group room. She noticed right away 
that I was irritated and showed me her new lanyard to cheer me up. It said, “breastfeeding 
rocks!” in bright letters and she wore it proudly around her neck.  
Victoria: Oh man, you are a perfect advertisement for the boob! 
Isabella: This isn’t all, I know my rights! I can breastfeed anywhere, even if it is a 
public space. Look!  [Isabella reached down and showed me a small white card depicting 
a breastfeeding woman. On the back, it had the Massachusetts laws protecting 
breastfeeding] 
It was this moment that I realized Isabella had quickly become an advocate for 
breastfeeding. Isabella had taken the knowledge from her breastfeeding groups, her 
friends and providers. She realized and valued the impact it had on her life, thus making 
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the decision to help other women in her situation. The staff members of this group were 
also aware of Isabella’s blossoming position and presented her with the opportunity to 
become a peer support counselor. Isabella’s excitement at this only confirmed her belief 
in the role. 
“At the hospital after giving birth I wasn’t sure if I could do this. I wanted to of 
course, I knew it was the best for her, but I didn’t know what I was doing. The nurse 
came in and told me to sit in the chair, which sucked because I had been laying down 
after pushing out a human...then she just threw Sophia on me, I had no idea what was 
happening, she just threw her on my boob” 
“But they told me about the groups after I complained to my doctor and I went to 
the first one I could, I was going to breastfeed. I had to. And then I started going to all 
of them” 
 Isabella capitalized on the peer and provider supports she had accessed when 
attending the groups. She could consistently rely on her peers and give them the security 
of relying on her, ultimately constructing her own kinship network that was based on 
shared experience and identity. At the end of my fieldwork Sophia was nearing twelve 
months in age and still breastfeeding daily, meeting all the recommended goals. Isabella 
holds much of her and Sophia’s breastfeeding success to the groups she attended. I 
however, would argue that in addition to the resources and stability provided by the 
groups, they also empowered Isabella. 
Group Support 
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“The groups help me feel like I’m not alone...the other mothers, even if I do not know 
them, all say things that make me feel more understood and less afraid” 
In the two case studies presented earlier there were stark differences, the most 
poignant aside from family supports is that Isabella attended breastfeeding support 
groups and Catherine did not. In the first analytical chapter I argued that peer support was 
more important for the success of breastfeeding than either family/partner or provider. In 
this section I will demonstrate not only that the utilization of breastfeeding groups (a 
combination of peer, partner, and provider support) are equally as important as the 
individual types of support, but also that the attendance of a group results in an increased 
rate of breastfeeding success. 
Peer support programs for breastfeeding have proven to be successful (Thorn et al. 
2015, Stremler & Lovera, 2004, Goto et al 2009, Ruchala & James 1997, Haider et al 
2000, Chapman et al 2004, Vari et al 2000, Schafer et al 1998.). Both the educational 
model of peer programs and the group “talking” structured programs have seen increases 
in the rates of exclusive and supplemental breastfeeding. While conducting this research I 
could participate in both models, as well as a hybrid of the two.  
Boston Community Hospital 
Mother: How many moms usually come in? [she had been the only person to come 
in for about ten minutes] 
Victoria: Well, it depends. I think this group starts early [9am] and that can be 
difficult for people. 
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Kate (NP): The department has us tucked back away in this room which can be 
hard for people to find… 
        Field Notes, February 2017 
Participants used this group as a place to gain education about breastfeeding. Their 
questions ranged from “how to latch?” to “what do I do with chapped nipples?” There 
was often little interaction between the women who attended this group, and sometimes 
this was due to their inability to communicate in the same language. The location of this 
breastfeeding group did in fact limit the number of women who attended. In comparison 
to groups run at community centers and libraries which could have upwards of twenty 
women in attendance, this hospital run group would have at most five women. This was 
the most ethnically diverse group I attended. Women self-reported on the groups in take 
form where they were originally from and what languages they were most comfortable 
speaking in. I found that the most represented population was that of Côte d’Ivoire, 
followed by the Dominican Republic. While the room that hosted this group was across 
from OB/GYN waiting are, it lacked color, warmth, and the overall feeling of 
welcoming.  
Women who utilized this group often came in before or after other postnatal 
appointments. The shape of the room was rectangular with an obtuse angle shielding part 
of the room from itself. This made creating a shared space difficult; only a few chairs 
could face each other, there was a limited number of breastfeeding supplies, and the 
bright fluorescent lights were harsh on both mother and baby.  What saved this 
breastfeeding group was the individuals who ran it. A family medicine resident, a 
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nutritionist (who at the time of this research was six months pregnant), and women’s 
health NP, all of whom had children of their own that they had breastfed. All three were 
uniquely qualified to fulfill the roles of both peer and provider support. Their occupation 
of two support roles filled in the need for interaction with other mothers. While only one 
of the women running the group was a first-time mother, all could give personal advice 
and examples from their own experiences. 
Functional analytic group therapy (FAGT) posits that the distress brought to the 
group by different members can be solved by the responses of the members themselves, 
with the leader providing aid in vivo (Fletcher & Hayes 2005). In this group, the hospital 
staff could participate in both roles to provide appropriate and reasonable care in an 
environment that was lacking in group members. Again, a family medicine resident, a 
nutritionist, and women’s health NP staffed this group. While these women would 
frequently engage in more relaxed conversation with the attendees, they were quick to 
jump back into their professional roles when needed.  
On one such morning, I sat in between the nutritionist and the family medicine 
resident who were working with women who spoke different languages, neither of those 
languages being English. It reminded me of standing in line at Heathrow Airport. As the 
group leaders dashed and darted above and around the obstacles preventing these women 
from breastfeeding, I found myself wondering if the two women wanted to speak with 
one another. I searched for glances of curiosity or support but could not find any. Each 
woman had brought someone with her. The woman (Nina) working with the nutritionist 
had come in with her husband; while the woman (Dayani) with the medical resident had 
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come with another woman. Staff deliberately divided from one another so that the 
language technologies would not overlap or become confused.  
Nina and her husband came in after another appointment and were eager to start 
breastfeeding. Her infant was only a few weeks old and was struggling to put weight on, 
concerning both parents. Nina spoke less English then her husband, so he spoke with our 
nutritionist and tried to explain the failures in breastfeeding thus far. Huddled around the 
hospital's cellphone dispatch language translation Nina, her husband and our nutritionist 
attempted to get her infant to latch. On the other side of the room Dayani was working 
with a family medicine resident to also learn how to latch. Dayani was deaf and required 
American Sign Language, unfortunately none of the individuals working that day had 
training in the language. We could set up a Video Remote Interpreting (VRI) machine, 
and connect with someone who could better translate. Dayani, her friend, her infant and 
the medical student were against the wall so that the VRI machine could see all of them, 
it took five minutes before the set up was effective for either Dayani or the resident. The 
first interpreter was a woman, which made Dayani feel more comfortable. However, the 
VRI became disconnected and the second interpreter was a man. Dayani signed that she 
was uncomfortable discussing her breastfeeding with a non-clinical male interpreter, and 
was only able to discuss how her son was feeding. This stifled the conversation and 
required an additional VRI call out. Eventually, Dayani and the medical resident could 
get her son to latch and begin breastfeeding. Her interaction with the VRI marked her 
experience at the support group. 
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There was an invisible wall between the two camps. This wall did not detract from 
the care they were receiving in the moment, as I was able to witness two new mothers 
successfully breastfeed during that group, but they were not able to share in this 
experience with one another. The educational model encourages peer interaction, but 
relies more heavily on the knowledge of the group leader and staff. 
The Kids Place 
Thursday mornings at the Kids Place were surprisingly quiet in the small 
multipurpose room that housed this group. It was usually staffed with one to three 
certified lactation consultants ranging in ages from twenty to forty-two. Each week there 
was one mother who came regardless of weather or transportation mishaps, and stayed 
even if she was the only one to attend (which she often was). In contrast to the clinical 
knowledge shared at the BCH group, Isabella was fully versed in her rights as a 
breastfeeding mother and would share what she had learned with the other mothers who 
attended, often citing information that CLCs 
themselves did not know. 
        Isabella carried with her this 
Massachusetts breastfeeding card given to her 
at one of her WIC visits. She would frequently 
give me examples of times when she would use 
this card when people, specifically managers of 
coffee shops would question her about publicly 
breastfeeding. 
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       My first morning there I got lost rather quickly. I was expecting more 
direction, or at least a sign indicating where the group was. Despite my flustered nature, 
when I finally found the group Isabella was incredibly welcoming and immediately began 
talking to me about her strides in breastfeeding. The two CLC’s shared with me that 
Isabella was their most popular attendee, as she also attended several other groups across 
the Greater Boston Area. Unlike the BCH group, their discussions were rarely about 
breastfeeding. Isabella would pull down her shirt letting her daughter latch and would 
then launch into a detailed account of her daughter’s growth. Conversation leaders would 
jump from individual to individual, including the staff. Personal stories and advice were 
frequently exchanged. At the end of each session I felt as though I could accurately log 
the growth of her daughter, noticing more stark changes as she continued to age. 
 
Early into the group 
process I realized how 
quickly the infants who 
came weekly developed. 
The youngest baby I 
witnessed was seven days 
old, and just seven days later her face was unrecognizable and her body appeared as 
though it had doubled in size. For the most routine members I began tracking to see at 
which age their infants began attending the groups and then which ages they stopped. The 
American Academy of Pediatrics, the College of Obstetrics and Gynecology, and The 
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American Academy of Family Physicians all ask that infants are exclusively breastfed for 
a minimum of six months. According to the chart above, only those who would have 
made it past the twenty-six-week mark would have attended a group throughout the six-
month period. We cannot be sure if any of the women continued to breastfeed outside of 
attending groups, as many had to return to work when their maternity leave ended. At 
first, I held “work” responsible for my frustration, but it is also important to remember 
that many of these groups occur in the late morning or during the middle of the day, 
limiting who can attend.  
There is a mismatch between the medical standard for breastfeeding success and the 
policies of the United States government. Maternity leave in the US is three weeks and is 
unpaid, making it very difficult for individuals who rely on their paychecks to survive to 
have children. Adriana Petryna in her article “Biological Citizenship: The Science and 
Politics of Chernobyl-Exposed Populations” argues that due to the illnesses experienced 
by those who suffer from backlash of Chernobyl, the government meets their needs in 
unusual ways then those not impacted. Thus, giving them a new role in society, a 
biologically influenced citizenship. While women with children have not experienced 
high rates of cancer and birth defects at the hands of the US government, they have 
different access to resources, as well as a different role. Expanding off pregnancy as a 
sick role in the community, women with children specifically women who are 
breastfeeding have had their citizenship taken away and have a biological account for it 
instead. Unlike Petryna’s participants who received increased access to resources, 
breastfeeding women feel the opposite effect. Breastfeeding “rights” which do exist in 
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some states, are limited. Women can breastfeed in public, or must have a location to 
breastfeed without being disrupted or targeted in Massachusetts. Laws concerning 
breastfeeding differ depending on the state, some granting more access in shared spaces 
than others. Currently, in thirty-five states it is illegal for women to be topless in public, 
which includes when breastfeeding. In this regard, the state creates additional barriers for 
breastfeeding women, again subjecting them to a form of biopower. This expression of 
biopower not only controls the mother’s body, but also dictates how and when her infant 
will be fed.   
Boston Area Breastfeeding 
I am referring to this group as a hybrid of the two listed above because it involves 
peer discussion and interaction, as well as an education component. While the other two 
models are not exclusive in their functions, I found that throughout my fieldwork, this 
group provided a balance in education around parenting and breastfeeding, and giving 
women the space to share experiences.  
Eighty-four-point two percent of women (n=25) who responded to my survey stated 
that they attended breastfeeding groups at their health centers, which was their best way 
of getting information about when and where the groups would be. Running this health 
center group was a pediatric NP. She found that the mothers of the children that she was 
treating were struggling to sift through all the information they received on breastfeeding:  
“...maybe your OB told you, maybe you take a class, and then you get to the 
hospital and have the baby and everyone gives you different information, and then you 
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walk into my office and I do too...My standard is having women have agency and choices. 
I feel like that is why they come back.” 
Julia’s approach to the group structure of breastfeeding support is somewhat 
different than the ones held at other groups. At BCH, individual practitioners work with 
new mothers in a hands-on way to demonstrate how successful breastfeeding can happen. 
At the Kid’s Place, sharing experiences with group staff CLCs and other mothers gave 
the sense of a collective to increase support.  
“I think that it is important for all women who attend my group to know that they 
are welcome whether they breastfeed or use formula. I start each group by saying that we 
support both...the point is that their baby is happy and healthy.” 
Each Tuesday afternoon this group did start with her statement that everyone who 
attended was welcome, regardless of their desire to breastfeed. At first, this aback took 
me, as it is a breastfeeding support group. But I soon realized that it is not just about 
supporting someone’s ability to breastfeed; it is about supporting their choice to 
breastfeed. I have spoken about agency before, acknowledging the role of agency in 
spaces of knowledge as an avenue for access to information not freely shared. In 
expanding on that, providing women with agency in terms of their body and their child’s 
body can increase access to knowledge and resources by empowering them to seek the 
treatment they deserve.  
The group continues after her introduction, asking for each woman to introduce 
themselves, their infant and what success or struggles they have been facing this week. 
This open-ended question got responses related to breastfeeding, teething, sleep 
 109 
deprivation, and fears of going back to work too soon. With each statement other mothers 
often present their own experiences to connect with the individual presenting their 
struggle. Moments of joy are applauded, and tears are respected and greeted with tissues. 
Julia, the NP on staff, and her colleagues often respond with their professional opinion or 
tricks on how to juggle each ball. 
After the seminar like discussions, the staff would usually move around the room to 
work one on one with women who shared that they were struggling. Other women would 
also contribute to these interactions, fostering a larger sense of community in the group. 
In one group, I witnessed Julia demonstrate how to have a seven-day old baby latch 
before having a frenotomy. She kneeled to be eye level with the mother who was sitting 
down, and used her hands to not only guide the mother and infant but also to demonstrate 
other helpful positions. After she walked away, with the baby breastfeeding, the woman 
to the left leaned over and explained that her daughter had also had the surgery and stated 
that it made breastfeeding easier. 
During these groups, it is not uncommon to hear an infant cry. It is also uncommon 
that an infant would cry for the duration of the one or two-hour group. They have plenty 
of stimulation, other infants to interact with and are actively breastfeeding throughout the 
group. However, I attended a group in which just this occurred. After getting through a 
round of introductions and discussion of sleep deprivation one of the older babies 
(roughly three months old) was still crying in anguish. Julia, seeing the mother’s 
frustration and exhaustion, collected the infant and walked around the room with her. The 
infant’s behavior quickly changed, and was no longer shouting. I had watched the entire 
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interaction, and am still not sure what trick Julia implemented in calming the infant; and 
it appeared that the other mothers in the room were just as dumbfounded. In noticing this 
Julia exclaimed that she was using a gentle manor and rocking with the infant’s 
movements, rather than holding her tightly to her own body. Some mothers looked 
perplexed at this remark, but almost half of the room looked down at their children.  
Conclusions 
“By speaking out we shift the balance of power” 
The overlap of peer and provider support in the context of a group setting does 
increase rates of successful breastfeeding. These groups also encourage individual 
exploration into breastfeeding and infant health. However, there are real limitations. 
Throughout this project I have discussed the interactions between agency and structure, 
both of which actively impact rates of successful breastfeeding. Julia’s strongest 
contribution to the breastfeeding community is her belief that the infant feeding should be 
feasible and safe for both the mother and her baby. In providing both an educational and 
discussion based model for her group, she gives women the space to experience their 
emotions and stress in a way that is conducive for infant and mother health. The only 
catch to this system is that the individual needs to have access to the group. 
Catherine and Isabella’s cases similarities came from their absence of support from 
their children’s fathers and their family members, as well as their lack of financial 
resources. Both women struggled to provide for their daughters, Catherine choosing to 
work a series of low paying jobs with inconvenient hours and Isabella who was 
unemployed during my fieldwork. While both women sited financial strain was an 
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everyday stressor, an important divide in their similarities is Catherine’s employment. 
Isabella had time to access more groups and breastfeeding resources because she could 
attend them without any job-related conflict. Isabella used the groups as an opportunity to 
network within her different communities, as well as get herself and her daughter out of 
the house. In being unemployed Isabella relied on her EBT card for access to the Greater 
Boston Area and the groups that existed there. While Isabella discussed finding a job 
when Sophia was older, throughout my research she remained unemployed.  
When Catherine was pregnant she worked as a waitress, a job which she continued 
and off after giving birth. The difficult hours and strenuous activities meant that she was 
either at work during a group session or on top of her other reasons for not attending, was 
simply too exhausted. Breastfeeding support groups are an effective way to increase rates 
of breastfeeding, however, if groups are not accessible then neither is the care. Catherine 
could say directly that one of her largest stressors was finances, and that that stress 
influenced her day to day life. For her, groups did not seem like the would alleviate any 
of her distress.  
There exists a disconnection between the lives of women who need breastfeeding 
support and the opportunities available to them. The groups I attended occurred during 
the early afternoon, excluding anyone who would be more apt to attend in the morning or 
afternoon. As noted above, many of the women who attended the Tuesday group were 
white, wealthy and had partner support. Several owned their own business or could work 
from home, giving them the opportunity to access breastfeeding support. I briefly 
attended an evening group in Mattapan which started at 6:30pm. Working professionals, 
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women with older children and women of various ethnic backgrounds were in 
attendance. This group “fit” into the schedules of women constrained by financial 
structures. In comparison to the Tuesday group, the Mattapan one had less attendees over 
all, something the counselors stated relates to how many mothers in that area are working 
past 6:30 pm or cannot find transportation to attend.  
There are limitations that further the mismatch of breastfeeding care. As I have 
illustrated in this chapter these limitations include socioeconomic status (financial 
resources) and time constraints. Both Catherine and Isabella faced barriers that were in 
direct response to their status, as well as barriers that were interpersonal. While providers 
and policy makers cannot account for the disintegration of relationships, the 
disconnection between provided resources and access to them still exists. 
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CHAPTER SIX 
 
 When I began this research, I was interested in understanding how different forms 
of support (peer, partner, and provider) influenced breastfeeding outcomes. I had spent an 
additional year attempting to understand from a cultural perspective why some women 
choose to breastfeed and why other women do not. It became clear to me that this 
decision was multifaceted and influenced by both external and internal experiences held 
by women individually.  
 Structurally created obstacles limit access to information, providers, and spaces of 
support; and these same structures rapidly increase the realities of stress and stressful 
situations. At the intersection of these two dueling phenomena women grapple with the 
options for feeding their children. They hear the divergent attitudes, they see the 
paraphernalia, and they still should decide; often without the support of their social 
network.  
 Social support is a broad term involving the transfer of assistance, affection, and 
information between people (Berges et al 2006).  
 
Social support occurs in a culturally relative space, not only with the confines of the 
definition above, but also influenced by the societal expectations within a community. In 
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the United States opinions on breastfeeding vary, as is the care provided for those who 
are interested in breastfeeding their children. The media presentations of breastfeeding 
range from powerful independent mothers to women publicly shamed for their decision. 
And while these attitudes are prominent in magazines and the comment section on online 
articles, the social media world gives breastfeeding mothers their own voice in the 
discussion, furthering the cultural modality of social support. 
 In Chapter 3 I argued that for breastfeeding to be successful there needed to be a 
culture of support from peers, providers, and partners (or family members). This overlap 
of care results in breastfeeding mothers feeling more capable in handling their individual 
experiences of stress, as well as stress directly related to their infant. One of the most 
detrimental concerns mothers have in terms of breastfeeding is the fear that their infant is 
not getting enough milk through breastfeeding. Having providers, peers, and family 
members who are aware of this fear, and can appropriately address it could result in 
higher rates of breastfeeding.  
 The reality of power dynamics on breastfeeding outcomes seem distance at first 
glance, its rooted in a much deeper relationship between the United States and the female 
body. Viewed in a distinct light depending on the historical time, this contentious 
relationship often defines how women are treated in their communities. Women and their 
bodies feel the force of biopower especially in circumstances related to their health. 
Dictating how their bodies will be understood or if they will be listened to at all in areas 
of health, takes away a woman’s agency over her own body, and whatever its health 
outcomes may be, giving it instead to the doctor or state. The ways medical professionals, 
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policy writers, and society view breastfeeding demonstrates that this relationship still 
exists. 
 The medical guidelines for breastfeeding, as cited in Chapter 4 reflect the idea 
that breastfeeding is the best possible method of infant feeding and should occur 
exclusively for the first six months of life and then concurrently with the introduction of 
other food items until the first year of life. However, this medical ideal is not what is 
practiced by health providers. Access to breastfeeding information is exclusively 
regulated and withheld from populations who could benefit from having it. This includes 
the healthcare providers who work with breastfeeding women. While their access is not 
as restricted as it is for those outside of health networks, the limited education providers 
receive on breastfeeding is directly related to how the US is failing to provide adequate 
breastfeeding care.  
 In Chapter 5 I took you through two case studies to argue that current 
breastfeeding standards benefit women who are in the middle or higher class. Isabella and 
Catherine were both faced with similar obstacles in financial stress, and lack of partner 
and family support. Yet their outcomes reflected a difference in the reality of social 
support. Isabella’s access to breastfeeding groups and providers who wanted to help her 
achieve her goals resulted in prolonged breastfeeding. Catherine’s more limited social 
supports resulted in limited access to groups and her ultimate decision to cease 
breastfeeding after only three months. 
 There ultimately exists a mismatch between the ideals of breastfeeding and 
application of breastfeeding resources in the United States. Each chapter argued a unique 
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perspective of this mismatch, but nevertheless demonstrated that it exists. Without 
closing the numerous gaps between ideals and realities, the limitations currently present 
in breastfeeding care will be perpetuated.  
Recommendations: 
 To fill the gaps in maternal child healthcare, and to create connection in the 
mismatch, the structures that limit care need to be acknowledged and addressed. While 
this is a lofty undertaking, the reality of structural violence, socioeconomic inequalities, 
access inequalities, and discrimination all severely impact maternal child health 
outcomes.  
I am first recommending that there be universal guidelines for education on 
breastfeeding. Using the already existing guidelines from IBCLC training will suffice. 
Including it in general education for medical, nursing, and physician assistant students 
will help to alleviate the pressure caused by the preexisting gaps.  
In the 2004 PBS documentary series Neonatologists James Collins and Richard 
David argue that African American women experience higher rates of preterm births and 
pregnancy complications due to the cumulative experiences of racial discrimination that 
they encounter throughout their life. In the beginning of this project I outlined the 
impacts of stress over the life course, stating both the physical and psychological results 
of prolonged exposure to stress. For the mothers interviewed by Dr. Collins and Dr. 
David, their prolonged exposure resulted in adverse health for both themselves and their 
infants. These adversities due to racism, as I have shown throughout this these, carry over 
into breastfeeding. My final recommendation is the elimination of that institutions that 
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perpetuate structural violence, and the reduction of preexisting vulnerabilities created by 
these structures. 
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